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ABSTRACT 



The wide and grov;ing discrepancy in mortality rates 



between the minority populations of Blacks, Hispanic s, Arab 
Americans, Asian/Pacific Islanders, and Native Americans and the 
White population of the State of Michigan make improving minority 
health status a matter of simple justice. Section I, "Introduction 
and Overview," comprises chapter 1, "Minorities in Michigan," which 
analyzes state demographics. Section II, "Major Causes of Excess 
Minority Deaths," analyzes specific health problems and comprises the 
following chapters: (2) "Cardiovascular and Cerebrovascular Disease"; 
(3) "Diabetes"; (4) "Cancer"; (5) "C^^>rxcal Dependency"; (6) 
"Violence and Injury"; and (7) -"Low Birth Weight and Infant 
Mortality." Section III, "Special Problems," investigates health 
factors and subpopulations and comprises the following chapters: (8) 
"Nutrition and Hunger"; (9) "Environmental Hazards"; (10) "AIDS"; 
(11) "Tuberculosis"; (12) "Problems of Children"; and (13) "Problems 
of the Elderly." Section IV, "Systemic Issues," examines social and 
economic barriers and comprises chapter 14, "Access to Care," and 
chapter 15, "Jobs and Education." Section V, "Areas for 
Intervention," reviews areas in which programs can have a positive 
impact and comprises the following chapters: (16) "Smoking Prevention 
and Cessation"; (17) "Hypertension Prevention and Contiol"; (18) 
"Diabetes Education"; (19) "Reducing Violence and Injury"; (20) 
"Reducing Low Birth Weight and Infant Mortality"; (21) "Reducing 
Environmental Hazards"; and (22) "Improved Nutrition and Access to 
Food." Section VI, "Recommendations," proposes steps to close the gap 
in health status between minorities and Whites. Each chapter includes 
a list of references. Statistical data are included on nine graphs 
and 43 tables. A glossary is appended. (FMW) 
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Foreword 



There is a distressingly wide, and in some cases, growing gap in 
health statusbetween ttie minority Black, Hispanic, Arab American, 
Asian/Padfic Islander, and Native American population and the 
majority population in Michigan. Heart disease, cancer and 
homidde death rates are all rising for minorities. The minority in- 
fant mortality rate as well as the mortality rates for diabetes, 
accidents, and dnhosis are, at best, stagnating. 

In 1985, Michigan's minority death rate exceeded the national level 
by 18 percent. 

The pervasiveness and severity of health problems experienced by 
Michigan minorities led former state health director Dr. Qoria 
Smith to convene a group of sdentists, health professionals and 
public policy leaders to exanune the nature and causes of the dis- 
crepancy in health status between minorities and- Whites and to 
recommend potential remedies to dose thisgap. Istrongly endorsed 
this iivtiative and now bdieve that dosing the minority health gap 
should be the number one prioritj' for the public health community. 

All of Michigan has a major stake in improving the health of the 
rninorily population. \^th neariy one in five residents now bdong- 
ing to a minority group, our ability to be economically competitive 
in a highly technological sodety depends on good health and high 
educationallevelsinboth the Whiteandminorityconununities. Ad- 
ditionally, our efforts to reduce health care costs and improve the 
overall cjuality of life in our state will depend on progress being 
made by all groups in redudng rates of illness and injury. 

Wg now have suffident data to both awaken our sensitivity and 
guide policy initiatives. 

As the task force report unfolds, it will be apparent that positive 
results will notbe easily attained, but will require persistentand con- 
tinuing attention now and in the years ahead. Dedsive and 
coordinated action on the part of business, labor, government, 
voluntary agendes and individuals to faithfully implement the six 
major recommendations will bring us doser tc)gether and benefit 
the entire state. 

Accordingly, I wish to thank the leadershipand members of the Task 
Force on Minority Health Affairs, not only for a job well done, but 
for a job well begun. 
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SUMMARY OF 
FINDINGS 



The wide diso'epancy in mortality rales between the niinority 
pop ulation of Blacks, Hispanics, Arab Americans, Asian/Padfic Is- 
landers, and Native Americans and the While population appears 
to be growing. For a number of causes of death, minorities have ex- 
perienced increases in mortality rates in recent years. 

The minority population in Michigan has increased rapidly in 
recent years. The current 1985 minority population estinute, which 
adjusts for past under-counting, is almost '1.8 million or nearly one 
in five of all Michigan residents. 

Improving mmority health stahis is a matter of simple justice. Also, 
a concentrated effort designed to reduce health risk factors and inv 
prove access to care for minorities will bring economic and sodal 
benefits to the state as a whole. For what state, or what nation, can 
long survive if one-fifth of its population fails to reach its full poten- 
tial and make its unique gifts available to society? 



Excess Minoriiy Deaths 

Michigan age-adjusted death rates in 1985 were higher for 
minorities than for Whites for the four leading causes of death and 
for seven of the ten leading ca uses. Rates for minorities were 27 per- 
cent higher for both diseases of the heart and for cancer, the two 
leading causes of death. Overall, the age-adjusted death rate was 48 
percent higher for minorities than for Whites. 
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Minority Health in Michigan 



If there were no disparity in death rates, there aid have been 3,241 
fewer minority deaths in 1985 (a total of 7908 deaths instead of the ac- 
tual total of 11,149). Minority excxj?'' ^ -^aths are those which would not 
have occurred if the mortality ra. ;r minorities had been the same 
as the rates for the Wl\ite majority. 



The major causes of excess deaths to 
minorities in 1985 were: 



CONDITION 


1985 EXCESS 
MINORITY DEATHS 


Heart Disease 


658 


Homicide 


653 


Cancer 


473 


Infant Mortality 


289 


Liver Disease 


209 


Stroke 


206 


Diabetes 


91 


Accidents 


32 



Nutrition and Hunger 

Access to food for the poor has emerged as an issue in Michigan as 
well as the rest of the nation. Today the isolated elderly, poor 
children at school and pregnant women are the most affected by 
these federal cut-backs for food programs. Many of those who lade 
access to adequate food resources are minorities. 



Environmental Hazards 

A number of environmental hazards have a greater impact on mem- 
bers of minority communities than on the general population. The 
quality of housing has a significant effect on health status. Estimates 
indicate that as many asl7percent of Michigan dwellingunits today 
are substandard. Minoritiss, especially in our inner cities, occupy a 
disproportionate share of these substandard homes. It is estimated 
that some 45,000 persons work in Michigan each year <'is migrant 
agricul tural laborers; some 80 percent of these workers are Mexican 
Americans. Those working in agriculture are at inaeased risk for 
accidents and for such diseases as leukemia, multiple myeloma, 
lymphoma and cancer of the prostrate and stomach. 

Problems of Children 
and the Elderly 

Both children and the elderly are more vulnerable than other mem- 
be-' of society. Special attention needs to be paid to their health 
needs, and tWs is particularly the case for minority children and 
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elderly whose economic and sodal drcumstances lead to greater 
health problems and poorer access to health care. 



Physical access is a problem in rural areas because of the great distan- 
ces to be traveled for ^xutine primary care and hospital care. In urban 
areas, the public transportation depended upon by minoritiesis often 
expensive or unavailableat the time of day when services areneeded. 
Persons unable to afford health care often do not seek it until forced 
to do so by the severity of the illness. Providers of health care are often 
unwilling to provide services to persons with no obvious means of 
paying for the care. Minorities are less likely to have health insurance 
coverage than non-minorities. Cultural barriers to health care are a 
concern for all minority groups and language barriers are significant 
for many Hispanics, Asian and Pacific Inlanders, and Arabs. 



Historically, minority groups have experienced discrimination that 
has placed a disproportionately laige segment of their members in 
depressed economic situations.Someeconomic indicators show not 
only a slowing of progress but of regress in the status of minorities 
in recent years. Since 1975, the overall share of Black employment 
declined despite the relative increase in the Black population. Un- 
employment rates have continued to rise for minority group 
members in the 1980s despite an overall improvement in the un- 
employment rate for the state as a whole. The Black youth 
unemployment rate in Michigan has not dropped below 50 percent 
since 1980 and has ranged as high as 683 percent in 1983. The sys- 
temic problems of high unemployment levels for minorities and 
inequality in the educational arena arc interrelated. Jobs at decent 
wages area vital factor in family formation and maintenance. A sup- 
portive family environment and hope for a future are both 
important factors in educational success. Minority high school 
drop-out rates are tragic, as dropping out often leads to unemploy- 
ment or low wage dead-end jobs. The latest drop-out figures 
indicate that yearly drop out rates for Hispanics and Blacks are more 
than double that of White children. 



health in Michigan. Among the areas reviewed were; smoking 
prevention and cessation; hypertension prevention and control; 
diabetes education; reduction of low birth weight and infant nx)r- 
tality; reduction of environmental hazards: reduction of violence 
and injury. In many of these areas, innovations in the policy arena 
can contribute to improved outcomes. 



Access to Care 



Jobs and Education 
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Major Recommendations 

The following mak)r recommendations are presented by the Task 
Force on Minority Health Affairs to close thegap inhealth status be- 
tween the Blacks, Native /Vmericans, Hispanics, Asians and Pacific 
Islanders, Arab Americans and the WWte population in Michigan. 



The complete discussion 
of recommendations 
appears in Ct\apter 
Twenty Ttiree. 



Immediate Action: 

I. An Office of Minority Health should be established in the 
Department Of Public Health. 

II. Data collection on minority health status must be improved by 
state and local public health ^stem, hospitalsand other health 
agencies. 



By 1990: 



III. The Department Of Public Health and the Governor's Human 
Services Cabinet Councilshould encourage private businesses, 
labor unions, religious organizations, community groups and 
civic groups to include closing the minority health gap among 
their highest priorities. 

rV. Significant programs to improve minority health statusshould 
be funded. Health promotion, disease prevention, and risk 
reduction should be areas of special emphasis. 

V. Awareness of minority health concerns should be expanded 
and educational opportunities for minorities in the health 
professions should be increased. 

VI. The Human Services Cabinet should work to identify and im- 
plement additional recommendations from recent task forces 
and advisory bodies which impact on minority health. 



Minoritxj Health hi Michiggn,-^ 
Closiug TJw &ap~^ • 



TABLE OF CONTENTS 



Forezvord iii 

Task Force Participants v 

Summary of Findings ix 

Section I Introduction And Overview 1 

Chapter One Minorities in Michigan 3 

Section II Major Causes Of Excess Minority Deaths 15 

Chapter Tiuo Cardiovascularand Cerebrovascular Disease 17 

Chapter Three Diabetes 31 

Chapter Four Cancxjr 43 

Chapter Five Chemical Dependency 53 

Chapter Six Violence and Injury 61 

Chapter Seven Low Birth Weight * Infant Mortality 71 

Section ni Special Problems 81 

Chapter Eight Nutrition and Hunger 83 

Chapter Nine Environmental Hazards 95 

Chapter Ten AIDS 105 

Chapter Eleven 1\iberculosis 109 

Chapter Twelve Problems of Children 113 

Chapter Thirteen Problems of the Elderly 123 



ERIC 



^ o 



xiv Table of Contents 



Section IV Systemic Issues 129 

Chapter Fourteen Access to Care 131 

Chapter Fifteen Jobs and Education 141 

Section V Areas For Intervention 151 

Chapter Sixteen Smoking Prevention and Cessation 153 

Chapter Seventeen Hypertension Prevention and Control 161 

Chapter Eighteen Diabetes Education 165 

Chapter Nineteen Reducing Violence and Injuiy 169 

ChapterTwenty Reducing the Gap in Low Birth Weight and Infant Mortality . . 175 

ChapterTwenty-One Reducing Environmental Hazards 181 

Chapter Twenty-Txvo Improved Nutrition and Access to Food 185 

Section VI Recommendations 189 

ChapterTwenty-Three Recommendations to Close the Gap 191 

Glossary 205 

Acknowledgments 206 



ERLC 



13 



Section I 



INTRODUCTION 
AND OVERVIEW 



Chapter One 



MINORITIES IN 
MICHIGAN 



Background 

In 1985, the federal Report of the Secretan/s Task Force on Black and 
Minority Health authoritatively documented the wide disparity in 
healthstatiisbetweenniinoritiesand Whites. The fiedera' task force 
focused on six problem areas in which minority populations were 
experiencing excess deaths: cardiovascular and cerebrovascular 
disease; cancer; homicides and accidents; infant mortality; cirrhosis; 
and diabetes. The taskforcediscus&sdcausesofthediscrepancy and 
concluded that minorities "have not benefited fully or equitably 
from the fruits of science or from those systems responsible for trans- 
lating or using health sciences technology.'' 

The federal report focused on four minority groups: Blacks, 
Hispanics, Asian and Pacific Islanders, and Native Americans. This 
report discusses each of these four groups and aire examines the 
situation of Arabs, who constitute a significant ethnic minority 
population in Michigan. 

Reducing the discrepancy in health status between minorities 
and the non-minority population has become a focal point for 
public health activity on both state and national levels. Unless 
considerable progress is made on elevating the health status 
of those at the bottom, the objective of a "healthy -people'' set 
by the public health community will not be reached. The pur- 
poses of this report are three-fold: presentation of data 
detailing the extent of the racial gap in health status in 
Michigan; investigation of some of the causes of this gap; and 
identification of steps that can be taken to reduce the gap. 
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Minority Health in Michigan 



Minorities are an 
increasing proportion of 
Micfiigan's population. 



Demographic Features and 
Health Problems of 
Minority Groups in 
Michigan 

Minorities are an increasing proportion of Michigan's population. 
The other than White population was just over one million in 1970 
and constituted 11.6 percent of the stale's population. In 1980 the 
other than White population grew to 1 3 million and 14 1 percent of 
the slate total For 1985 the official estimated other than White 
population was 1^74,091 or 15.1 percent of the state's population, 
rhis estimate does not include all minority groups, however, nor 
doesit lake into account tliedisproportionate undercountingby the 
census of members of minority groups. These issues are discussed 
in the sections Undercounting of Minoritiesand Estimated Minority 
Population below. 

Census criteria for determining who is "other than White" have 
ch-inged over the years. In the 1980 census, the "other than Whitef' 
population included Blacks, American Indians, Asian and Pacific 
Islanders, and "other" races. The census count is based on self- 
enumeration of the population but the bureau does reallocate some 
responses. Thus, in 1970, persons responding that their race was 
Mexican, Cuban, Puerto Rican, or Dominican were included in the 
"White" category but in 1980 they were included in the "other" race 
category. On the other hand, persons listing responses such as 
Lebanese were reclassified as White in 1980. Hispanics, therefore, 
are included in part in the other than White population in official 
census publications since nearly half of the respondents reporting 
Spanish origin listed their race as Black or "other." 

The totals given above are based on a census bureau tape which 
provides a modified race distribution consistent with the 1970 cen- 
susand with the racial categories used by state health departments.^ 
The most notable change is the transfer of the Spanish origin group 
fiom the residual "othei^' race category to the White group. Note 
also that Arabs are included in the White population figures. 



Blacks 

Blacks are thelargest minority group in Michigan. In 1 985 there wore 
an estimated 1,265,335 Black persons in Michigan, 13.9 percent of 
the slate's population and 92.1 percent of the slate's other than 
White population. While two thirds of Michigan's White popula- 
tion lived in urban areas in 1980, the Black population in Michigan 
was almost entirely (973 percent) an urban population (Figure 1-1 ). 
Moreover, 83 percent of urban Blacks lived in central cities com- 



Minorities in Michigan 



5 



GeoorcpWc DBtf:i)uttoncf BbckondWhUe Popobtiare.MJchJ9can 1980 
g^CK WHITS 



RuraJ {2J%) 




pared lo 22 percent of urban Whites. Sixty three percent of 
Michigan's Black population resided in Detroit in 1980. 

Because they constitute the bulk of the other than White population 
in Michigan, data on overall health status problems of minorities 
tend to reflect the Black experience. For all six of the nnajor causes of 
excess deaths discussed in the federal report. Blacks undergo excess 
deaths inMichigan. Age-adjusted death rates for Blacks aresubstan- 
tially higher than White rates for diseases of the heart, cancer, 
cerebrovascular disease, pneunionia and influenza, diabetes, and 
chronic liver disease and cirrhosis. The infant mortality rate for 
Blacks is two and one half times the White rate. The age-adjusted 
homicide rate for Blacks is several times higher than that f or IVhites. 

Blacks also have higher prevalence rates for a number of key risk 
factors. Hypertension, a risk factor for cardiovascular and 
cerebrovascular disease, is one and one half times as comnwn in the 
Black population in Michigan than it is n the White population. The 
prevalence of cigarette smoking is substantially hi^er in the Black 
community than in the White community. Obesity is much more 
common among Black women than among White women. Poorac- 
cess to early detection and treatment services for diseases such as 
cancer appears to be a significant factor in ihe elevation of nx)rtali ty 
rates for Blacks. Inadequate access to prenatal and postnatal care 
services contributes to the veiy high rate of infant mortality in the 
Black community. 



Age-adjusted deatn rates 
for Blacks are 
substantially tiigher tfian 
Wtiite rates 
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Federdy-DeTned M'norti&$ in Michigan by Specified Grotp. 
1 980 Actual Census and Sample Count 







ESTIMATE 


CENSUS 


ACTUAL 


BASED ON 


DESIGNATION 


COUNT* 


SAMPIE** 


Block 




1 1 97 1 77 




40 050 


44 919 


Anx)ricanlocian 


39!714 


44712 


Eskimo 


206 


102 


Aleut 


128 


105 


Aiian/Pacifie l<V?nr{A# 


56 790 


62641 








Chnese 


njoo9 


10^ 


Frpno 


11J66 


11.132 


Kofecn 


&714 


8.948 


Asian Indon 


14/^ 


15^ 


Vietnamese 


4^ 


4;B64 


KoMcion 


799 


894 


Guamian 


226 


199 


Somoon 


105 


90 


Other 




4^7 


Spankh Origin 


162/140 


157,626 


Mexican 


112.183 


107766 


Puerto Rcon 


12^ 


12^)77 


Cuban 


4.177 


3;629 


Other Hispanic 


33j655 


34.154 



• Bureau of the Census. 1980 Census of the Population. 

Charocteristc$ofthePopubtbn.Vol. TGenerd 
Poptiation Chofoctc ristcs. Chapter B, Part 24, MJchigoa 
Trf v« 15. laPC 801-B24. August 1982.V.tshngtoaDC. 

USt Bureau of the Census. 1980 Census of tt>e Poputatton. 
Charocteristic$ofthePoputatbn.VDL I.Generd Social 
and Economic Charosteristics. Chopper C. Pert 24. fM^Qon. 
Tabfes 58, 59. PC 80-1 •C24. Aug. st 1983. Washington. DC. 

Bureou of the Censuv 1980 1 "ensus of the Popciatioa 
AsiarVPoafic Wandf/ Poputatkx b/ State: 198a Tbbte 1. 
Supptementary Report. PC 80^1 ■}Z December 1981 
VtohngtoaDC. 



Hispanics 

Hispanics are the second largest minority group in Michigan. The 
1980 census counted 162,440 Hispanics, 1.8 percent of the state 
population. Hispanics are a heterogenous group in the United 
States, originating from more than a dozen Spanish speaking 
countries. In Michigan, Hispanics of Mexican origin were the largest 
subgroup, totaling 112,183 persons in 1980 or 69 percent of all 
Hispanics. There were 12,425 persons originating irom Puerto Rico, 
4,177 from Cuba, and 33,655 from other Central and South 
American countries and fix)m Spain. 

Vital statistics data on Hispanics are not currently available but a 
planned revision of the birth and death records should correct this 
deficiency in 1989. As is the case for other population groups, dis- 
eases of the heart and cancer are the leading causes of death. 
Although the Hispanic overall cancer prevalence rate appears to be 
lower than the non-Hispanic White rate, rates for gallbladder, 
stomach, cervical, and renal malignancies are elevated for 
Hispanics. Hispanics appear to have a greater prevalence of such 
risk factorsashypertensionand obesity than is thecasefor the White 
population. Diabetes prevalence also appears to be elevated. 
Hispanic males are much more likely than non-Hispanic White 
males to be victims of violence.^ 

Data on infant mortality does not indicate that rates for Hispanics 
are elevated. However, there is evidence of relatively hig^ rates of 
teenage pregnancy,"^ delayed or absent prenatal care, high birth 
order, and high maternal age.^ It may be that underregistration of 
deaths is responsible for this discrepancy. Another important child 
health issue is immunization. The rate of immunization among the 
migrant population in Michigan, which is largely Hispanic, is low 
(See Chapter Twelve). 



Inadequate access to 
care Is a major problem 
facing Hispanics. 



Inadequate access to care is a major problem facing Hispanics. The 
Robert Y/ood Johnson's Special Report on Access to Health Care 
found that in 1986 twice as many uninsured people as insured 
people had no regular source of medical care. The report found that 
20 percent of Hispanics were uninsured compared with 75 percent 
of the non-Hispanic White population. The Michigan League for 
Human Services in its 1986 study of the uninsured in Michigan 
found an uninsured rate for Hispanics of 13.6 percent compared 
with a rate of 105 percent for non-Hispanic Whites. Compounding 
these finandalbarriers to careare linguistic and culturalbarriers(see 
Chapter Fourteen). 



Asian and Pacific Islanders 

There were 56,790 Asian and Pacific Islanders in Michigan in 1980 
according to the official full census count Not all Asian and Pacific 
Islander groups were listed on the census foim, however. After 
tabulating a sample of the forms, the bureau estimated that the total 
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Asian and Pacific Islander population was (QjStt (Table 1-1). This 
pop ulation is also very heterogenous, originatingin many countries 
with quite varied cultures and with many different languages. The 
laigest group was the Asian Indians, which totaled 15,363 persons 
or about one quarter of the estimated Asian and Pacific Islander 
population. There were 11,132 Filipinos and just under 11,000 
Qiinese in 1980, so that each group constituted somewhat less than 
one fifth of the Asian/Pacific Islander population. There were also 
sizeable groups of Koreans (&,948 persons), Japanese (6,460 per- 
sons), and Vietnamese (4,364).^ 

Heart disease and cancer have consistently been the two leading 
causes of death in the Asian and Pacific Islander population in 
Michigan as in the non-minority population. Most recently cancer 
has been the leading cause of death and accounts for about 30 per- 
cent of the Asian/Pacific Islander deaths during 1984-86. Deaths 
due to diseases of the heart make up about one fifth of Asian and 
Pacific deaths in Michigan. According to the Report of the Secretpn/'s 
Task Force on Black and Minority HealOi, Asian and Pacific Islanders 
enjc]^ lower heart disease and cancer mortality rates than do non- 
HiSi^c Whites. These differences may be due to culturally 
infj.aenced health-related practices involving diet, smoking, and al- 
cohol consumption. There is evidence, however, that these 
behavioral and disease pattemschangeasimmigrants adopt United 
Slates cultural patterns over time. 

In 1984 the infant mortality rate for Michigan Asian and Pacific Is- 
landers wasapproximately 9.9 per 1000, marginally higher than the 
White rate. Asian and Pacific Islander teenagers were especially like- 
ly to have fewer than five prenatal visits or inadequate care. Asian 
and Pacific Islanders, in general, were less likely than White mothers 
to have adequate care. Only 715 percent of Asian and Pacific Is- 
landers received adequate care in 1986. 

Acddents were responsible for approximately 12 percent of the 
Asianand Pacific Islander deaths in Michigan in the past threeyears, 
about three timeo the frequency of this cause among Whites. Hospi- 
tal discharge data also indicate that there vnay be an elevated 
prevalence of unintentional injuries amongraces other than Whites 
and Blacks (principally Asian and Pacific Islanders and Native 
Americans) in Midiigan. Hospital discharge data also show an 
elevated rate of 'Tiomidde and injury purposely inflicted by other 
persons" for the other race category. 

Tuberculosis, al though not a major cause of death, is a serious health 
problem among Asian and Pacific Islander immigrants. The rate for 
Asian and Pacific Islanders is more than twenty times the White 
rate. The Centers for Disease Control estimates that half of these 
cases are preventable with appropriate screening and treatment. 



Tuberculosis, although 
not a major cause of 
death, Is a serious health 
problem among Asian 
and Pacific Islander 
immigrants. 
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Many agencies wrongly 
assume that all Indians 
receive health care from 
the Indian Health Sen/ice 
and fail to provide them 
needed sen/ices. 



Native Americans 

The 1980 census count showed 40,050 Native American persons in 
Michigan. Almost all of these (39,714) were American Indians as the 
Eskimo and Aleut population in the state was quite small- After the 
sample data was reviewed, the bureau estimated the total Native 
American population to be 44,9197 Heterogeneity is also an impor- 
tant feature of the Native American population just as it is of the 
Hispanic and Asian/Pacific Islander groups. There are over 400 In- 
dian tribes in the United States. In Michigan, there are three major 
tribal groups-Ojibv/a (Chippewa), Odawa (Ottawa), and 
Potawatonrd. There are sbc federally recognized reservations in 
Michigan serving about 10,000 people.^ The majority of Michigan 

Indians, however, live in urban areas, with one third of the total in 

9 

the Detroit metropolitan area. 

The percentage of total deaths from accidents, chronic liver disease 
and cirrhosis, suidde and diabetes were higher among Native 
Americans in Michigan (1984-1986) than for all Michiganders in 
1985. The first three causes of death may be directly or indirectly re- 
lated to alcohol abuse, which Michigan Indian Health Report of the 
Director's Indian Health Task Force (1985)^° concluded is one of the 
most critical health problems among American Indians. The Indian 
Health Service estimates that nationally, approximately 80 percent 
of suicides, and 75 percent of all deaths in the Native American 
population are alcohol-related.^^ The Chippewa Health Study 
revealed, furthermore, that yellow jaundice, a symptom of 
decreased liver function, was reported by 25 percent of the aTii> 
pewa males age 45-64. Forty-one percent of males age 18-44 and 55 
percent of males aged 45-64 h^^d some form of liver disfunction.^^ 

Nationally, the diabetes-related mortality rate for Native Americans 
was 23 times higher than that for the general population in 1984. 
The Chippewa Health Study also revealed a high prevalence of 
diabetes for this Michigan tribe. For females, 27 and 36 percent of 
those 45-64 and 65-80 years old, respectively, reported having been 
told by a physidan that they had diabetes. One-quarter of the 
women and one-third of the men in the 45-64 age group had un- 
detected diabetes. 



Access to care is also a significant problem for Native Americans. 
The Report of the Director's Indian Health Task Force noted that many 
agencies wrongly assume that all Indians receive health care from 
the Indian Health Service and fail to provide them needed services. 
Only a minority of Michigan Indians actually receive care from In- 
dian Health Service facilities. The Michigan League for Human 
Services survey found that minorities other than Blackand Hispanic 
had the highest uninsured rate of any population sub-group (18.6 
percent compared with 105 percent for non-Hispanic Whites.) 
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Arabs 

Arab Americans trace their origin to several Middle Eastern 
countries. There was a total of 69,610 persons in Michigan tracing 
theirancestiytoArabcountriesacx:ordingtol980censusdata (Table 
1-2). Over 40 percent (30,456) identified themselves as Lebanese but 
there were also laige numbers identifying themselves as Arabians 
(11337), Asians (8,088), Syrians (7,450), and Iraqis (5,257). Three 
quarters of Michigan Arabs reside in the Dettx)i t area }^ Scholars of 
the Detroit Arab community see four major sub-populations: 
Lebanese, Palestinian/Jonjanian, Yemenis, and Iraqi/Chaldeans. 
The Arab population, which has grown rapidly in the past two 
decades due to innmigration, is diverse in religion as well as nation- 
al origin, including a variety of Christian and Muslim groups. 
Although most Arabs do not live in communities where they con- 
stitute the majority, there are a few areas which are densely 
populated by Arab Americans. Most notable is the south end of 
Dearbom, which is home to several thousand Arabs and serves as 
an immigrant reception area.^^ 

Health problems faced by Arab Americans in Michigan are those of 
any uiban minority population whose sodo-economic situation is 
complicated by cultural and language barriers.^^ Although data is 
scarce on several of the minority groups within Michigan, i t perhaps 
is more sparse for Arab Americans than for any other minority 
group. Several recent studies have focused on prenatal and postna- 
tal health care needs of Arab American females in the Detroit area. 
Arecent parenting survey found that Arab American women many 
at a young age and begin child-bearing early.^^ Seven ty five percent 
of the respondents were married by 19 years of age. Another teen 
parenting study found that arranged marriages at an early age were 
a major concern for most Arab American women in the study.^^ Fre- 
quent pregnancies are also common in the Arab American 
community and maybe associated with health problems. A recent 
six dyby the WayneCounty Health Departnoent found an estimated 
ir^ at mortality rate of 38.5 per 1000 in the Dearbom Arab com- 
munity. 



Number of Persoos Raporiing Arab Ancestry by Comtry of 
Orig'a Michigan fJosidents, 198a 



Ndtonal Origin 



(^puldton 



Arobon 


n^7 


Lebonose 


30/56 


Assyrian 


8J088 


^rian 


7/150 


Iraqi 


5257 


Egypton 


\JXQ 


Jordanian 


U77 


Moroccan 


102 


Paloshnian 


Z100 


Saudi Arobon 


392 


Other North African 


K943 


Total 


69^610 



Soixce: Bureau of the Census, 1980 Census of the Poputatbn, 
Ancestry of the Popotation by Stdo: 1980. Table a 
Supplemontary Report. PC 80^M 0. Apri 1 983. Woshingtoa 
DC 



Many Arabic speakmg 
clierifs need culturally 
specific materials that do 
not depend on Arabic or 
ottier language reading 
ability. 



Problems with access to care is a major concem of Arab Americans 
as of other minority groups. Financial barriers are a significant 
problem of access for a community with substantial poverty and 
unemployment,suchastheDeaibomArabcommunity.Inaddition, 
language and cultural factors are major barriers to health care ac- 
cess. Many Arabic speakingdientsneed culturally specific materials 
that do not depend on Arabic or other language reading ability. 
Bilingual and culturally aware health professionals are particulariy 
needed in a community with a large and continuing influx of im- 
migrants. 



ERLC 



10 



Minority Health in Michigan 



The U.$. Census estimafe 
of the number of Native 
Americans living in 

Miichigan is considerably 
lower than estimates of 

state and local agencies 



Undercoimting of Minorities 

Undercounting of minority populations has been a concern to 
members of these groups and to officials of jurisdictions with 
substantial minority populations. There are significai ^ 
revenue implications in the failure to count all citizens. The 
Census Bureau has acknowledged the existence of under- 
counting. The number of Black persons not counted in 1980, 
according to the census estimate, was 5.9 percent of the es- 
timated Black population, compared with 0.9 percent of the 
estimated White population.^^ In 1985, the bureau published 
revised weighting procedures for ihe Hispanic population that 
resulted in a 1.6 million (10.8 percent) increase in the national 
Hispanic population estimate for 1984.^ The bureau noted 
that this revised estimate includes some, but not all, undocu- 
mented immigrants. Although it has developed national 
estimates of the number of undercounted persons, the bureau 
has not been able to make reliable estimates of the undercount 
for specific geographical areas. 

The US. Census estimate of the number of Native Americans living 
in Michigan is considerably lower than estimates of state and local 
agendes.TheMichiganDep£>Jtmentofr^iblicHealth'sreport,M^^ 
ing the Health Needs of American Indians in Michigan estimated that 
there were 50,000 American Indians in Michigan in 1975 based on 
a school census. This figu^ is 26 percent higher than the U5. 1980 
figure of 39,714. The Chippewa Health Study: Final Report (1978) 
provided a careful estimate of the number of Native Americans 
living in the Upper Peninsula. In this study, individuals were 
counted as Native Americans if they considered themselves to be 
such and if they were considered as such by 'he community. Those 
who could trace their ancestry to the 1906 census of Chippewa were 
automatically included as Native Americans. This study estimated 
an Indian population of 9^35 in the Upper Peninsula which is 456 
percent higher than the US. census estimate of 1,678. The Michigan 
Commission on Indian Affairs in 1982 projected from the results of 
the Michigan Department of Education's 'Tourth Friday Count" 
and estimated the Indian population in Michigan at 61,714. 

Questions have been raised about the accuracy of the census es- 
timate of the number of Arab Americans in Michigan. Arab 
American community leaders estimate that there are 200,000 to 
250,000 persons of Middle East ancestry in the Detroit area. Adjust- 
ing for non-response, non-specified responses, natural increase, and 
immigration since 1980, Paine constructed a revised estimate of the 
Arab population of the Detroit area for 1985 of 78,000 instead of the 
Census figure of 53,800.^ Data on school attendance presented by 
Paine seem to indicate that the undercount is even more substan- 
tial. Moreover, the census estima ted that 2,1 00 Palestinians currently 
live in Detroit, yet the membership of one Palestinian dub alone, the 
American Federation of Ramallah Palestine, numbers about 2,400 
registered Palestinians in Detroit.^'^The counts of Arabs entering the 
United States often is greater than the number of Arabs counted by 



Minorities in Michigan 



11 



the VS. census. For political or religious reasons, a number of 
gioupsmaybereluctantto self-identify for purposesofthecens^^ 



Estimated Minority Population 

Taking into account the evidence of undercounting of minorities, 
the estimated number of minority persons in Michigan in 1985 is 
aboutone and three quarter million or 1935 percent of the total state 
pc'pulation (Table 1-3). To maintain consistency, however, rates 
presented in this report are based solely on official census popula- 
tion figures. 



Estinxrfod Mho*/ Popiioton in Mchlooa 1985 



RAC€/EmNICnY 


NUMBER 


PERCENTAGE 


eiocks 




U79% 


Hbporic 


184^ 


203% 


Mb 


100J82 


1.16% 


AsbnondPcxric 


kbndor 


76J4) 


064% 


Ncit^e American 


62.927 


a69% 


MnortyPop'Jofion 




19.35% 



•Note. Total h redozod by lOXW to ovoti dc>ublo coonthg 
the Bkxk Hispanic popiiotioa 



Age Distribution 

The population of minority groups in MJchigan is generally 
yoimger than the non-minority population. Vaq median age of the 
White population in 1980 was 29.6 compared with 24.9 for Blacks, 
22.4 for American Indians, and 213 for Hispanics. The median age 
for Asian and Pacific Islanders varied from a low of 19.9 for Viet- 
namese to a high of 3L0 for Japanese.^^ 



Number and Percentoge of PGrsora At of Betow Poverv Level 
B/DetoJedRoce/Ettv»k:By,MfcW5aa 1979 



RACE/ETHNICnY 



White 
ekKk 

Not Kre American 

AstafVPocric 

SpgnbhOriQln 



NUMBER AT/ 
BELOW POVERTY 



PERCB^TOf 
CROUP AT/ 
BEIOW POVERTY 



614X125 
300j639 
9^ 
7^1 
36^ 



7.9 
256 
2ZI 
129 
23.5 



Souce: Bureau of ttie Census, 1 960 Census o( the 
Popiialton.CharodefS5ticiofthePopiiatton,\fol IGenerd 
Sodd end Economic Charoct6(Wk3, Chop. C Port 24, 



Poverty and Unemployment 

Memberscf minority groups generally havelower incomes andare 
muchmoreIikelytobepoorthanarenon-minoritypersons.Accond- 
ing to the 1980 census, 25.8 percent of Blacks in Michigan had 
incomes below the poverty level in 1979 (Table 1-4). The proportion 
of persons below the poverty level was almost as great for Hispanics 
(23.5 percent) and Native Americans (22.1 percent). Thecomparable 
figure for Asian and Pacific Islanders was 12.9 percent while that for 
the White population was 7.9 percent.^^ National data indicate that 
the proportion of the population in poverty has been rising in the 
198(y s, particularly for Hispanics.^ 

Other economic indicators also show that minority groups ger:eral- 
ly face wore insecurity than the non-minority population. The 
unemployment rate for Blacks and American Indians in Michigan 
in 1980 (215 percent for both groups) was more than twice as high 
as the White rate of 95 percent (Table 1-5). The rate for Hispanics 
(17.4 percent) was nearly twice the White rate while that for Asian 
and Pacific Islanders (7.6 percent) was below the White rate. 

The discrepancy between the economic status of minorities 
and Whites has been growing rather than diminishing in 
recent years in Michigan. The unemployment rate for Whites 
dropped to 7.6 percent in 1985 but increased to 27.8 percent for 
Blacks. This nearly four-to-one difference in unemployment 
rates, moreover, does not fully reflect the discrepancy in the 
employment situation. The labor force participation rate for 



Number and Percentoge of Perjom UnerrployedL 
B/DotoledRoce/Ethnk:By,MfcWoaa 198a 



NUMBER 

RACE/ETHNICHY UNEMPLOYED 



PERCENT 
UNEMPLOYED 



Wh»e 492:291 

BkJCk 99,179 

NatJ/eAmericon 4,160 

/^Jon/PocRc 2511 

SpanbhOriQln 13:251 



9.5 
21.5 
215 

7.6 
\7A 



Source: U S. Bureau of the Census, 1 960 Census o( Ine 
PopiiatbnXharoderiitlcsofthePopiiaJbaNtol UGenord 
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Numbof end Porcontogo* of FemcMleodod Fomnos in 
Poverty by {>)!aTodRoco or Ettv^<5^o^J•^Mchloaa 1980. 
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Other than White males has dropped 19 percent sjnce 1970 
compared to a 5.6 percent decrease for White males 



Female Headed Families 

Minority group families were much more likely than White families 
to be headed by a woman. More than two in five Black families we ^ 
headed by women in 1980 as were one in four Na' i\merican 
families and one in five Hispanic families (Table l-6>. "ihe propor- 
tion of White families headed by women was 11 5 percent and that 
for Asian/Padfic fan'ulies was 8.7 percent. Nearly half of the Black, 
Native American, and Hispanic families headed by women had in- 
comes below the poverty level (Table 1-7). 



Excess Deaths in Michigan 

Michigan age-adjusted death rates in 1985 were higher for 
minorities than for Whites for the four leading causes of death and 
for seven of the ten leading causes. Rates for minorities were 27 per- 
cent higher for both diseases of the heart and for cancx^r, the two 
leading causes of death. Overall, the age-adjusted death rate was 48 
percent higher for minorities than for Whites. Rates for minori^'os 
were higher than those for Whites in all age groups below age 85 
and were two to three times higher for those between ages 15 and 
45 years. 

If there were no disparity in age-specific death rates, there would 
have been 3,241 fewer minority deaths in 1985 (a total of 7908deaths 
instead of the actual total of 11,149). For deaths under age 45, there 
were 1 ,589 excess deaths, 59 percent of the total of 2,683 deaths. The 
other than White population in Michigan experienced excessdeaths 
in each of the six major problem areas discussed in the federal report. 
There were 653 excess homicide deaths, 658 excess heart disease 
deaths, 473 excess cancer deaths, and 289 excess infant deaths (Table 
l-8).Therewereover200exccssdeaths for chronic liver diseaseand 
cirrhosis and for cerebrovascular disease. There were 91 excess 
diubetes deaths and 32 excess acxident deatlis. The greatest relative 
discrepancies between expected deaths and observed deaths were 
for homicide, cirrhosis, infant mortality, and diabetes. 



Years of Potential Life Lost 

Another mortality measure which highlights the radal discrepancy 
in health status is the years of potential life lost (YPLL). This statis- 
tic sums the number of years of life lost as a result of deaths of 
individuals prior to age 65 and ihus emphasi2XJS deaths of younger 
persons. For all major causes of death except suidde, the years of 
potential life lost rate was greater for the Black population than for 
the White population (Table 1-9). Although the Black population is 
much smaller than the White population, the absolute number of 
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years of potential life lost due to homidde was substantially gniatcr 
for Blacks than for Whites (23,486 and 10,814, respectively). The rate 
of years of potential life lost due to honiidde was morc than twelve 
tinies greater for Blacks than forWhites.The YPLLratefor drrhosis 
was 45 times greater for Blacks than for Whites while that for 
piunaturily was 3.4 times greater than the comparable White rate. 



A Growing Discrepancy 

The wide discrepancy between minority and White mortality rates 
appears to be growing. For a number of causes of death, minorities 
have been experiendng incrcases in mortality rates in recent years. 
The overall age-adjusted death rate for all causes of death for the 
other than White population was higher in 1985 than in any year 
since 1976. Ten years ago the Michigan other than White mortality 
rate was only slighUy higher than the comparable national figure. 
However, by 1985 the Michigan rate was 18 percent higher than the 
national rate. The other than White death rates for diseases of the 
heart, cancer, and homidde arc all rising for Michigan minorities. 
The rates for diabetes, accidents, drrhosis, and infant mortality arc 
slagnatinga t best. For heart disease, cancer, drrhosis, homidde, and 
infant mortality, Michigan's other than White rates comparc un- 
favorably with those for the nation. The worsening economic 
situation of minorities in Michigan appears to have led Ic ? general 
deterioration in their health status. 

The severity of health problems experienced by minorities in 
Michigan calls for spc-cial atUntion. A concentrated effort designed 
to reduce risk factors and improve access to carc among minority 
populations will help to reduce the widening gap in health status 
which has serious consequences for the state as a whole. 
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Chapter Two' 



CARDIOVASCULAR 
AND CEREBROVASCULAR 
DISEASES 



In this country, cardiovascular and cerebrovascular diseases lead lo 
more deaths, disability and economic loss than any other group of 
illnesses. Diseases of the heart were the leading cause of death in 
1985 both nationally and in Michigan. However, the Michigan age- 
adjusted death rate for heart disease was substantially higher (208.4 
per 100,000 population) than the national rate of 181.7 per lOO/XX). 

Among the leading causes of death, cerebrovascular diseases 
ranked third highest in 1985. The national rate was 323 per 
100,000 population and the Michigan rate was higher at 35.0 
per 100,000 population.^ 

For Michigan's ''other than White" population, the age-ad- 
justed death rate for diseases of the heart was 27 percent higher 
than for the White population in 1985 (255.6 per 100,000 
population vs. 201.7).^ The age-adjusted cerebrovascular 
death rate for this population (51.2 per 100,000) was 57 percent 
greater than the rate for Whites which was 32.7 per 100,000. 
Both nationally and in Michigan, these elevated other than 
White rates reflect high mortality rates for Blacks. 

Non-Black minorities generally had lower cardiovascular and 
cerebrovascular mortality rates than Whites (See Table 2-1 ). For ex- 
ample, the heart disease mortality rate for Native American males 
nationally was54 percent lower than tha t for White males. The Black 
male rate, however, was 16 times higher than the White male rate.^ 
In Michigan in 1980, as shown in Table 2-1, the heart disease mor- 
tality rates for Black males and females were 10 and 33 percent 
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The Black adult 
hypertension prevalence 
rate of 34.9 percent was 
hS times higher than the 
White rate. 



higher, respectively, than those of their White counterparts. (The 
lower Black rates for ischemic heart disease are discussed below in 
the heart disease section). On the other hand, the heart disease nrK)r- 
tality rates for the Native American and Asian males were 21 and 
57 percent lower, respectively, than those for the White males. This 
pattern was even more pronounced among the females. The rates 
for cerebrovascular disease were likewise lowest for the Asians and 
highest for Blacks. Interestingly, the cerebrovasoilar mortality rate 
for Native An>erican males is 84 percent higher than that for White 
males. This finding is discussed more fully in the section on 
cerebrovascular disease. 

Understanding the causes and exploring the possibilities for the 
prevention of such diseases among minority populations can help 
efforts to Improve the health and productivity of these groups. 



Contributing Factors for 
Cardiovascular and 
Cerebrovascular Disease 

Hypertension 

Blacks and hypertension 

Hypertension, or elevated blood pressure, is an important risk fac- 
tor for cardiovascular and cerebrovascular disease. Blacks have a 
much greater prevalence rate ofhypertension than do Whites, Ina 
recent national study of adults^ ag^ 18-74, it was found that the 
prevalence of hypertension anrkong Blacks was 1 .4 times that among 
Whites.^ The racial discrepancy in olood pressure was especially 
high anrK)ng men and won>en agp 35-74 years and among women 
of all ages. Black n^les were 30 percent xr jre likely to be hyperten- 
sive than were White males, while Bla^K women were 90 percent 
more likely to be hypertensive than were their White counterparts. 

The 1983-84 Michigan Blood Pressure Survey^ produced 
similar findings. The Black adult hypertension prevalence rate 
of 34.9 percent was 1.5 times higher than the White rate of 22.7 
percent.^ The large sex differences found nationally were not 
found in the Michigan study, however. Specifically, the 
prevalence of hypertension was 40 percent greater among 
Black males than among White males and 50 percent greater 
among Black females than among White females. 

Among the factors that have been suggested as contributing to the 
hi^er prevalence of hypertension among Blacks are low income 
and impaired social ties, the stressfulness of prejudice, a lower 
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ratio of potassium to sodium levels in the blood " and the greater 
prevalence of obesity.^^ 

Non-Black minorities and hypertension 

While information on the morbidity associated with hypertension 
is sparse for non-Black minorities, evidence indicates that this con- 
dition is important for the^ groups. For example, a study of 
Mexican-American adolescents in Coipusairisti,Texas reveals that 
these children had significantly higjier mean systolic blood pres- 
sures than did the White adolescents. This difference existed for 
both the males and the females.^^ A study of Mexican-American 
adults in Laredo, Texas, found :hat the prevalence of hypertension 
among Mexican-Americans under age 60 was slightly higher than 
that among Whites, but lower than that for Blacks. For those age 60 
and older, the prevalence rate was substantially higher than the 
White rate and about the same as that for Blacks. 

In theCalifomia Hypertension Survey, Japanese men underagefifty 
were 28 percent more likely to have elevated blood pressure than 
were Whites of similar age (192 vs. 15.0 percent). It was found, 
however, that Japanese women under age 50 were 92 percent less 
Ukely to be hypertensive than White women of the same age (.4 vs. 
4.8 percent). In addition, Japanese women age 50 and above were 
62 percent less likely to be hypertensive (13.9 vs. 36.4 percent) than 
their White counterparts. The elevated rate for the Japanese males 
appeared to be due to excess weight, snK)king and alcohol con- 
sumption. 

A Minneapolis study of Native Americans found that the 
prevalence of hypertension among this group is similar to that 
among Whites. The prevalence of hypertension that was related to 
obesity and diabetes, however, was lugher for Native Americans 
than for Whites.^^ A study of Navajo Indians suggested, further- 
more, that theaverageblood pressure of the young men in 1977 was 
higherthan for theircounterparts in 1956^1 The authore suggested 
that this increase may be the result of cultural changes such as in- 
creased alcohol use.'^ The Chippewa Health Study Final Report (1978) 
shows that of Michigan Chippewa studied,approximately one-fifth 
of thoseage 18-44 had high blood pressure. Overtwo-thiidsof those 
45 and older were hypertensive. These rates were somewhat higher 
than those for the U5. population. 

Effective methods for the treatment and control of hypertension are 
available and have been shown to reduce cardiovascular disease 
mortality Increasing a wamess and control of hypertension in high 
risk minority populations is an important public health priority. 

Hypertension awareness 

Since the I960' s, awareness of blood pressure status has increased 
and much j^rogress has been made in treatment and control of hy- 
pertension. In the 1980's however, there appears to have been 
backward movement in blood pressure control among Black 
women in Michigan. The proportion of Black female hypertensives 
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under control declined fix)m 44 percent to 28 percent between 1980 
and 1983-84.^^ Black male hypertensives were moie likely to have 
controlled hypertension in 1983-84 than in 1980. It should be noted, 
however, that the percent of Black niale hypertensives under con- 
trol continued to be extremely low (3 percent in 1980 compared with 
14 percent in 1983-84). In the same period, there were marginal im- 
provements in blood pressure treatment and control status among 
Whites (See Table 2-2).^ 



Atherosclerosis, Obesity, 
and Exercise 

Atherosclerosis, a build upof fatty tissuein the vascular system, has 
been found to relate to high blood pressure and cardiovascular and 
cerebrovascular disease. Atherosclerosis, in turn, has been found to 
be positively related to levels of plasma low-density lipoprotein 
(LDL) and inversely related to levels of high-density lipoprotein 
(HDL). Foods that are high in fats, particularly saturated fats and 
cholesterol, may possibly result in an increase in LDL and 
atherosclerotic build-up. Some oils that are high in HDL have been 
found possibly to reduce atherosclerosis.^^ Obesity, the accumula- 
tion of excess body fat, increases the risk of high serum cholesterol 
and hypertension. \^gorous physical activity decreases the risk of 
coronary heart disease and may decrease hjwrtension as well. 
Exercise is also important in weight control.^ (See Chapter Eight 
for a further discussion). 

.There is some indication that Blacks have more of the protective 
HDLand less of the harmful LDL than do Whites.^ However, a na- 
tional study reveals that Blacks, both above and below the poverty 
level, consume a higher percentage of cholesterol per calories than 
do Whites.^^ Furthermore, national data show elevated senim 
cholesterol levels to be somewhat more common among Black than 
White men.^ (This topic is discussed below more fully in the sec- 
tion on heart disease.) Obesity is also more prevalent among Blacks 
than among Whites. A 1976^0 National Health and Nutrition Ex- 
amination Survey (NHANES II) found that 495 percent of Black 
women age 25-74 were overweight compared to 275 percent of 
White women of the same age. Also, 30.9 percent of Black men were 
overweight as compared to 26.7 percent of White men. 

The traditional diets of American Indians, Hispanics and Asiansare 
typically lower in fat content than is the standard Western diet. For 
example, many Asian meals feature rice or rice noodles as a staple, 
with more vegetables, fish and shellfish, and smaller amounts of 
meat than in the typical U.S. diet. Such diets have been found to re- 
late to lower levels of cholesterol and obesity. 

A 1977 National Health Interview Survey (NHIS) shows the 
average serum cholesterol level for Japanese men living in 
Hawaii to be 15 percent lower than the average for other males 
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(21855 mg% vs. 233.96 mg%).^^ Native Americans were also 
shown in several studies to have lower cholesterol levels than 
Whites. Furthermore, the NHIS shows that the percentage of 
Asian and Pacific Islanders age 20 and older who were obese 
(12.7 percent) was lower than the similar figure for Whites 
and Blacks (30 percent and 45 percent, respectively).^^ 

There is evidence that as these minority groups adapt to the 
American diet they increase their consumption of animal protein 
and fat and decrease consumption of complex carbohydrates, fiber, 
fish and seafood. Japanese men who have undergone these chan- 
ges were more often overweight and had higher rates of ischemic 
heart disease than Japanese men who have remained in Japan.^ 
Similarly, in a 1979-1982 clinical study of Mexican Americans in San 
Antonio, Texas, Mexican men of higher socioeconomic status had 
higher total and low density lipoprotein levels than did those of 
lower status. The authors conclude that the upper class Mexicans 
had adapted "Western" eating habits, while the lower class 
Mexicans had maintained t-aditional ones.^ In the Chippem Health 
study Final Report (1978) about one-half of the Native Americans in 
the 45-64 age group had high serum cholesterol levels. A high 
prevalence of obesity, 21 percent, was also found among this age 
group. Similar results have been found nationally. 



Blacks are more likely to 
have high blood pressure 
than Whites and perhaps 
to smoke more, one 
would expect Blacks to 
suffer greater rates of 
heart disease. 



Cigarette Smoking 

Cigarette smo^g is a major cause of coronary heart disease in the 
United States.^urthenrK)re, smoking has been found to have a 
synergistic effect v^th other heart disease risk factors.^ Blacks are 
more likely to smoke than Whites but are less likely to be heavy 
smokers. Therefore, it is not dear if Blacks smoke more than Whites 
in terms of total per capita consumption. This is important since 
studies among Blacks and Whites have shown cigarette smoking to 
bepmiictive of incidence of and mortality from ische nic heart dis- 
ease. Furthermore, studies have also shown a synergistic effect of 
cigarette smoking and high blood pressure upon ischemic heart dis- 
ease. Given that Blacks aremore likely to have high blood pressure 
tlian Whites and perhaps to smoke more, one would expect Blacks 
to suffer greater rates of heart disease. 

Theprevalenceofsmokingamong Asian and Pacificlslander males 
in a national study appears to be somewhat lower than that for 
Whites and substantially lower among females.^^ The 1977 NHIS 
revealed that the prevalence of smoking among Hispanics is also 
lower, with 54.1 percent of Hi^nic having never smoked com- 
pared to 43.1 percent of Whites.^ 
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Heart Disease 



As was noted in the intnxiuction, minorities suffer significantly 
more deaths from heart disease than do Whites. This disparity was 
more pronounced for minority females. Michigan's other than 
White females suffered 39 percent more deaths from heart disease 
in 1985 than did their White counterparts. Other than White males 
in the state suffered 18 percent more deaths than did White males. 
The comparable national ratios for 1984 were 35 percent more 
deaths for minority fen^ales and 8 percent more deaths for minority 
males, indicating a son>ewhat greater disparity in Michigan than in 
the United States (See Table 2-3). 



More significantly, the rates (Figure 2-1) for other than White per- 
sons in Michigan have been increasing since 1980 while these rates 
have been declining for White Michiganders and for all persons, in- 
cluding those who are other than White, nationally Furthermore, in 
1984, the heart disease mortality rate of 254.0 for other than White 
Michiganders was 20 percent higher than the comparable nc\tional 
rate of 2112. In contrast, the Michigan White rate was only 11 per- 
cent higher than the national rate. 



Age-adjusted Heart Disease Death Rates 
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Ischemic heart disease^^— a lack of oxygen to theheart-^accounted 
for72percentof the 1985 Mchigandeathsfromheartdisease. While 
ischemic heart disease is tiie leading cause of death among both 
Blacks and Whites, it is not dear if Blacks suffer either higher mor- 
tality or incidence rates from this disease. In 1980, the national 
age-adjusted mortality rate from ischemic heart disease for Black 
males was 196.0, slightly lower ihan the rateof 218.0 for >Vhite males. 
The pattern was reversed for females, with the rate for Blacks near- 
ly 20 percent higher than the White rate (116.1 vs. 97.4).^^ Similar 
results were found in regard to years of potential life lost (YPLL) 
from ischemic heart disease— the fourth leading cause of YPLL. The 
crude 1983 YPLL rates were similar for Black and White males (651 
and 691 per 100,000, respectively) and higher for Black than White 
fen^les (315 vs. 180 per 100,000 population, respectively).^ 

Michigan data reveal similar results with the 1985 age^djusted 
mortality rate from ischemic heart disease lower for "other than 
White" males than it was for Whitemal es (1645 vs. 212.6 per 100,000 
population) and the reverse pattern for females (104.7 vs. 99.7 per 
100,000 population)."^ 

Theseapparentracial differences in ischemic heart diseaserates may 
be due to the way in which physicians identify the cause of death 
from heart disease on the death certificate, rather than to an actual 
difference in type of death. A study of physicians' use of death cer- 
tificate codes indicates that deaths which occurred outside of a 
hospital were more likely to be coded as hypertensive heart disease 
or general cardiovascular disease than as ischemic heart disease. 
The authors suggest that since the latter two codes are more general, 
they are preferred in unwitnessed deaths or deaths with poorly 
documented health histories. Since Blacks have poorer access to 
health care than do Whites, they may be less likely to be under a 
physidan's care for heart problems. Consequently, physicians may 
be more likely to categorize Blacks in the more general heart codes 
than in the more specific ischemic heart disease category 

Indeed, Blacks in 1980 had far highei- mortality rates nationally than 
Whites for hypertensive heart disease (males 21.8 vs. 5.0; female3 175 
vs. 4.1) and for "other forms of heart disease" (males 1023 vs. 49.1; 
females 605 vs.27.9).'^ Anexaminatbn of 1985 Michigan data reveals 
similar findings with "other than Whites" more likely than Whites to 
die from hypertensive heart disease {males: 19.1 vs. 45; females: 15.7 
vs. 4.1) and from general cardiovascular disease with no mention of 
hypertension (males 83.6 vs. 29.7; femal es 42.9 vs. 14.0).^^ 

Given that many Blacks do die from ischemic heart disease and tliat 
the lower Black mortality rate for these fonns of heart disease may 
be an artifact of physician Ltxiing, ischenruc heart disease should not 
be disregarded as an important health problem for Blacks. Conse- 
quently, minorities should be encouraged to take the same steps as 
Whites to prevent it. 
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Although cardiovascular 
mortality rates for 
non-Black minority 
groups must be viewed 
with caution, there does 
noi appear io be a 
pattern of excess deaths 
for these causes. 



Heart disease and 
non-Black minorities 

The heart disease inddence and mortality ratesdiscussed above es- 
senlially reflect the experience of the Black population. 
Age-adjusted rates for diseases of the heart and ischemic heart dis- 
ease were generally lower for Asian and Pacific Islanders than for 
Whites in Michigan in 1980 (See Table 2-1). A similar pattern was 
observed in national rates. Age-adjusted rates for diseases of the 
heart and ischemic heart disease did not appear to be devated for 
Michigan Indians nor for American Indians nationally. 



It should be kept in mind that rates for Asian and Pacific Islanders 
and American Indians may be understated . A shidy matching 1960 
census and death record information found significant discrepan- 
cies in the reporting of race on the two records. For theNor th Central 
Region in which Michigan is located, 22.9 percent of those classified 
as other than White or Black by the census were listed as White on 
the death certificate while 8.2 percent of those listed as other than 
White or Black on the death certificate were counted as White by 
the census. The study concluded, "Observed death rates for the In- 
dians, Oiinese, and Filipinos were much lower than death-rates 
would have been if only census information had been used/' 



Mortality data from Southern Texas show that the percentage of 
deaths from heart disease for Mexican Americans in all age groups 
over 14 vears are similar to or lower than the comparable rates for 
Whites.* Ina national 1979-1981 shidy of first generation Hispanics, 
Rosenwaike reports that the age-adjusted death rates from heart dis- 
ease for Cuban, Mexican and Puerto Rican-bom Hispanics were 
lower than the comparable rates for Whites and Blades (Cubans: 
1^2.8, Mexicans: 272.4, Puerto Ricans: 338.8, vs. Whites: 3533, 
Blacks: 400.2 per 100,000 population)."^' 
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Although cardiovascular mortality rates for non-Black minority 
groups must be viewed with caution, there does not appear to be a 
pattern of excess deaths for these.causes. 



Cerebrovascular Disease 

Cerebrovascular disease or stroke is the third leading cause of death 
in the United States. The age-adjusted cerebrovascular disease mor- 
tality rate nationally in 1984 was 17 percent higher among men than 
women (36.4 vs31.1 per 100,000, respectively) and 64 percent higher 
among ''other than Whites'' than Whites (51.1 vs 31.1 per 100,000). 
This racial discrepancy was similar for males and females. 

In the 1970's, Michigan cerebrovascular mortality rates for "other 
than Whites" were lower than comparable national rates (see Figure 
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2-2). Since 1980, however, the Michigan and U5. rates have become 
similar. This conveigence inratesisduetoa greater rate in improve- 
ment for "other than Whites" nationally than in Michigan during 
the late 1970's and 1980's. While the mortality rate from stroke for 
other than White Michiganders has not increased in the 1980's as 
has th^ir rale for diseases of the heart, Michigan's other than White 
population has failed to experience the improvements in rate noted 
for the other than White population nationally. 

According to the Centers for Disease Control, the years of potential 
life lost (YPLL) due to cerebrovascular disease is higher among 
Blacks than Whites. While only 12 percent of the national popula- 
tion is Black, Blacks account for 28 percent of YPLL due to 
cerebrovascular disease (Table 2-4). Furthermore, the rate of YPLL 
due to cerebrovascular disease was 2.6 times IJgher among Blacks 
than WWtes. This racial difference occurred a mong males as well as 
females. ^ Michigan results from 1985 are similar with Blacks 
making up only 13.9 percent of the Michigan population but ac- 
counting for 33.1 percent of YPLL from cerebrovascular disease.^ 
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Cerebrovascular disease 
and non-Black minorities 

Age-adjusted rates for cerebrovascular disease were generally 
lower for Asian and Pacific Islanders than for Whites in Michigan 
in 1980 (See Table 2-1). A siniilar pattern was observed in national 
rates.^ A national study reveals that Hispanic rates were also lower 
for cerebrovascular disease (Cubans: 47.7, Mexicans: 723, Puerto 
Ricans: 56.7 vs. Whites: 76.7, Blacks: 112.8 per 100,000 population).^ 
However, the rate of cerebrovascular disease among Michigan In- 
dian males was higher than that for any other age/race/sex 
sub^up. As shown in Table 2-1, this rate was 84 percent higher 
than that for Wnite n^ies and 23 percent higher than the rate for 
Black males in 1980. The comparable rate for Michigan Indian 
females was not elevated. 

It should be kv^pt in mind that rates for Asian and Pacific Islanders 
and American Indians may be understated as was discussed above. 
Given this caution, the excess mortality from cerebrovascular dis- 
ease experienced by Native American males may be even greater 
than is indicated in Table 2-1. Native Americans experience many 
cf the risk factors associated with cerebrovascular disease such as 
f ^\ ertension, diabetes and obesify which mayexplain the high rate 
/.or this group. It is not clear however why the heart disease rates for 
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this group are relatively low or why females do not suffer high 
stroke mortality rates. It is important that these questions receive 
further study and that attention given to risk fee tots for heart dis- 
ease and stroke among Native Americans. 



Recent Trends in Cardiovascular 
and Cerebrovascular Disease 

Studies show that there were reductions in racial disparity for 
certain disease categories between the late 1960's and the late 
197(y s. For example, a cross-sectional study of national data by 
Persky and colleagues found that the mortality ratios for hy- 
pertensive diseases, hypertensive heart disease and 
cerebrovascular disease steadily decreased from 1968 to 
1978. This was in contrast to the steady increase that oc- 
curred between 1940 and 1967 in the other than White/White 
mortality ratios for hypertensive and cerebrovascular dis- 
eases. The 1968-1978 improvement in the race ratios stemmed 
from a greater rate of decline for mortality rates among 
niinorities than among Whites. One explanation for the trend 
in mortality ratios in this period, Persky et al. argue, was that 
between the early 196(ys and late 1970's Black hypertensives 
made greater gains in bringing their blood pressure under con- 
trol than did White hypertensives. Michigan data show a 
similar trend of improvement in the ratio of other than 
White/White cerebrovascular disease mortality rates in the 
early to mid-1970's (Figure 2-3). This trend came to an end, 
however, around 1976 or 1977 in Michigan. This disparity be- 
tween Whites and other than Whites has generally been 
increasing since then. The 1985 ratio was greater than that ob- 
served in 1970. In absolute terms, the other than White 
cerebrovascular disease mortality rate appears to be stagnat- 
ing in Michigan. Recalling the increase in Michigan's other 
than White rates for diseases of the heart (Figure 2-1), it must 
be concluded that a general deterioration in minority, par- 
ticularly Black, health status has occurred in the past decade. 



A general deterioratior) in 
minority, particularly 
Black, tiealth status fias 
occurred in ttie past 
decade. 



Conclusion 

The trend in heart disease may be viewed as an indicator of the over- 
all health status of the adult population. The rapidly declining heart 
disease death rates of the 1970's represented an important gain in 
the health status of the population as a whole. Heart disease death 
rates have continued to drop in the j.980's for Whites and for other 
than White persons nationally For Michigan Blacks, however, 
progress as measured by this indicator came to a halt a decade ago. 
The increase in mortality rates for this cause strongly suggests that 
the overall health status of Blacks is deteriorating. 



28 



Minority Health in Michigan 



Notes 

I . Office of the SUte Registrar and Ccnta for Hca] th Statistics, Midtisan UcaJih Siaiisiks, 1S85. 
Unsin^ MI: Vficiugan Department of Public I IcaltK July 1^. 

1 In lh<s calculatiotfof mortality ratcsy the category "other than WWlc" indudcs Blad;s, Asians 
and Pacific Islandas, and Native Anicricans. HLspanics ans indudcd in the "White-category 
unless otherwise specified. 

3. SubcommitcconCardiovascularandCdtjbrovascularDiscascs^Exccutivc^^ 
(fiheSeadan/sTaskForU on Blackand Mwority Health, Vol. lExeaii wcSummsry, p. 108 figure 
7. Washington: US. Department of Health and Human Services, Januarj; 1986, 

4. Moriyama, LM, OR Kruegcr, J. Stamler, Qtrdiorjscular Diseasa in the Untied States. 
Cambridg<^ MA: Harvard University Press; l971;Slamler, J., iBcturts on Prevmibc Canf W* 
c^. New YorJc Crunc « Stratton, 1967; CkwdoaT, B. Dcvinc. HyparUnsbn and Uypertoisivc 
UtBTt Disease in Mi^ts: UniUdStaiea, ;!9«MS62. Vm^ Pub. No. (PHS) lOOO. Washington, 
DC Vital and Health Statistics. US. Government Printing (Xfioc 1966; Roberts,]^ K. Mauer. 
Blood Pressure Uvds of Persons 6^74 Years, 197hl974. DHEW Pub. No. (HRA) 78-l64a 
Washington: Vital and Health Statistics. US. Government Printing Office 1977; Dya; A^ J. 
Stamlcr, RB. ShcMc d al. The relationship of education to blood pressure^ Crculadon 
5t-987-92rl976;HDFP Cooperative Group.HypcrtcnsScndctecUon and folloWHi^ 
cooperative graip. Raccv education and prevalence of hypertension. Ameriam Journal 
Semiology 106:3Sl-6l, 1977. 

5. In the following study hypertension was defined as a systolic pressure of 160 nun Hg or 
greater and/or a diastolic pressure of 95 nun Hg or greater. 

6. Center for Health Statistics. Blood Pressure Levels and Uypaiensan in Persons A$es S'74 Years: 
Unifa/StaiiS,197mDHHSPub.Na<PIiS) 82-1250. HyattsviUc;Maryland:PubU^ 
Service. US. Government Printing Office. 1982. 

7. Chronic Disease Surwallanoc Seciioa EM. Mills (cd^. Coonftmrtim of High Blood Pressure 
Controlin Miehigm. Lansing MI: KEchigan Department of Public Health, April 1 985. 

& Hypertension Is defined here to Indudc both treated and controlled hypertension and 
dcvatcd blood pressure readings at the time of the survey Interview (an average of three 
blood pressttro readings «140 mm Hg systolic for those under age 60 and 160 and/or -90 
mm Hg diastolic for cvayonc). 

9. Slrogatz, DS., and S,Al James. Social support and hypertension among Blacks and whites 
in niral, sou them commimity. American Journal of Epidemiology 6549-95^v 1956; Coltington, 
EM., BM. BrocJg and JS. House et aL PSydiosocial factors and blood pressure In the 
Kfichlgan Statewide Blood Pressure Survey, American Journal of Epdemiology 121515-529, 
1965. 

10. Smilh/KUnc Cbrp^ Filling High Blood Pressure in the Inner CHy. New York: Science and 
Mcdidnc Publishing Co^ InCy pp. 12-13, 1979. 

II. firisandvo, A.R, WJl Leonard, UA. BoUettino. Blood pressure In blacks and whites and its 
relationship to dietary sodium and potassium intake. Journal of Chronic Diseases 3751S519, 
1984. 

1 2. Van Itallic, T.B. Health Implications of overweight and obesity In the United States. Annals 
ofhtemalMedidne 103.-96>988, 1965. 

IX Ready, T. Anthropology arul the study of chronic disease: Adolescent blood pressure In Cot- 
pus Christi, Texas. Socia/SdbiaMflrfjciw21:443450, 1985. 

It Stem, MR, SP. Caskill CH Allca V. Caiza, J.U Gonzales, RH. Waldrop. Cardiovascular 
riskfactors In Mexican Americans in Laredo, Texas. L Prevalence of overweight and diabetes 
in distribution of serum lipids^ American Joural of Epidemiology 113546555, 1981. 

15. Stavi^ Gil, A. Igra A.R Leonard. Hypertcr^on among Asians and Padfic IsLmdcrs in 
California. A««riam Journal of Epidemiology 119:677'691, 1984. 

16. Gillum, RJP., BS. Gillum, N. Smith. Cardkwascular risk factors amongurban American In- 
dians. Blood pressure, semm lipids; smoking diabetes, health toowlcdge, and behavior. 
American Heart Journal 107:756-776, 1984. 

17. DcStcf ano, K, J.UCoulchajv MX- Wiant Blood pressure survey on ihcNavajo Indian Rcsc/» 
vatiore Ameriean Journal of Epidardchgy 109335^, 1979. Kfichlgan stalisUcs show that 
Native Amcricanswcrcovcrreprescnlcdlnl966/87admi '^onsforalcoholabusewithtwioc 
as nuny Native Americans being admitted as would be c^^ed based upon their popula- 
tion in the State. Of the admissions for alcohol abuse (n « 98^696), 1 1 perccpi were Native 
Americans (n « 1,232) while only .4 percent of Michigan's population Is Native Amcricaj\. 
Sec Chapters for a further discussion of alcohol use an\or.g Native Americans. 



ERIC 



Cardiovascular and Cerebrovascidar Diseases 



29 



la SUmlo; J, R. SunUav and WP. Ricdlingcr. Hypertension screening o( one milEon 
Axncricins^ community hypertension evaluation c£nlc prognnv 1973 through 1773, Journal 

mcdkal care in hypertension sotjcnlng. Ammcan Joumd cf Public UtdOi 69:19-24, 197^ 
Apo6tolidc5yAY,G.Entvvisk;RC^i<^ctIniproving trend inhypcrtcns^ 
Inner diy community. Ammcan Journal ofEpidmidogy 107:113-1 19, 197Z 

19. Chronic Kscasc Survdllanoc Section. EM. >*lills (cd). Coordination ofU'i^ Blood Prsssiat 
ConM m Middgm, Lansing MI: MidUgan Department of PubHc Health, Table 27, p3SX 
Aprit 1965. 

20. Bkxxi pressure sotcning and trcaUn€ntpn)gra^ 
this report. 

21. Kanlhj(^S5.I^c(arye£fc<1s of fish oibonhunun health: A rev^ 
Journal cf Biology and Meikxns. 60-37-M, 1 987. 

22. IH^bUcHcalihScryiavNaUonalCentCTforHealihStalttticSyandUSDcpartm^ 

ture; Food and Cbnsumcr Saviccs, Human Nutriaon Information ScivScc l^utritjon 
Mauiorins mthellniUd SiaUs. HyatlsviDe, Ml> Department of H*salih and Human Services, 
July, 1986. 

23. SisoovidCr OS* RE LaPorte» and }M. Newman. The diseasc-spcdnc benefits and risks of 
physical activity and excrdsc: PublieUealih Reports I00:l80-l88t 1960. Vigorous physical ac^ 
liviiy defined as dynamic and contbuous use of large musde groups 3 times per u-cck or 
greater for 20 n^utes or longer. 

24. Hal^ SM* DJ^ Jacobs, and KE PoweU. Relationships between cxerdse and pht^cal afr 
tivity and other health behaviors. Public Hadih Rcpcris 1 00:172-180, 1985. 

25. Tyrolei; HA, CJ. Clucck, R Chiislcnscn, P.O. Kwilerovich. Plasmahigh density lipoprotein 
choJcslerri; Compaitons In Blade and White populations. Crcula^on 6299-107, 1980; 
Qucd;, CJ, R Gartsid«> PJvt Ustozcwsyd, P. Khouiy, HA Tyroler. A hS^ density 
lipoprotein cholesterol In Blacks and Whites: Potential ramifications for coronary heart dis- 
ease. Ammcan Heart Journal :08^l5-826, 1984; Gartslde PS, R Khoury, CJ. Glueck, 
Determinants of high density lipoprotein dwlesterol In Blacks and WWlcs: The Second Na- 
tiona), Health and Nutrition Examination Survey. /mmcan Heart Journal 10:61-653, 1981. 

26. PublicH^althScrvioe; NationalCcntcr forHcalth Stalisticsy and US Deportment of Agricul- 
ture, Food and Cbfisumcr Services, Human Nutrition Infonnalion Savicc Nirfrib'on 
Momiorins in the UniielStatts. HyattsviUe, MD. Dcpartn>cnl of Health and Human Services, 
July, 1986. 

27. Natkhial Center for I lealth Statistics, liealihf United States, 1985, DHHS PuK Na O^HS) 86- 
1232. Washington: Public Health Service. US. Government Printing Cfilcc. Djc 1 9BS, 

2a National Center for Health SlatisUcs. //m/fA, UnHd States, 1985, DHHS Pub. No. (PHS) 36- 
1232. Washington: Public Health Service. US. Government Printing OiTiCtt. Dtc 1985. 

29. SaboomxMttcc on Cardiovascular and Cerebrovascular Diseases. Cardiovascular and 
ccrebrovvwiv disease. Report of the Seoetary's Task Foru on Black and Minorit}/ HealOi, Vd 
[V, Oy, C^J*xasaJflr and CerArwssodar Dseasc Washington, D.C; USL Department of 
Healtli ai\d Hunun Serviots^ January 1 986. 

30. Report of the Secrdar/s Task Fcrci on Blaek anl Minority Health, Vd. !V, Part I: CariiiooasculaT 
and Caebrooasadar Dis<asc DHHS Pub. Na 196^620638:40716. Washington: US. Govern- 
ment Printbg Offiocv p. 91, 1986; Sicvcrs, M.L Senim du>Jesterol levels In southwestern 
American Indians. Joumd of OirDnicDxsaiSjS 21:107-115, 1968. 

31. "Vb, E, WT, Uu, P. Kuizcja. Physical and mental health status Indialors for Asian/Padfk: 
Americaiw. Report of the Seaeiar/s TasJk Poru on Black and Minority Health. Oiiago; 
Pjdfic/ Asian American Mental Health Researdi C^ter, University of OJago, 1<'>«4. 

32. US. Department of' \ Alth and Human Services. Report of the Seoeiar/f Tasit Tortc on Black 
and Minority Health, Vd IV: Part I Cardhcasadar arxl CerebrovasculaT Disease, Washington, 
D.C: VS. Department of Health and I luman Services, 1966. 

33. KdondL^^AM^ Nomura, T.Hirohata,JilHankia and M.W. Hinds. Association 
diet aivi place of birth v/Ith stomach cancer Inddence In Hawaii Japanese and Caucasians. 
Artenam Journal of Oinicd Uutriiiotu 312478-2483, 1 9?1; McCee, D* G. Rhoads, J, Hankia 
K. Yano, and J. Ullots^ V>tthin-person variability of nutrient Intake In a group of Ha wailan 
men of Japanese ancestry. /mOTCW Journal ofQir, d NutrHkm 36<4)ii57-6^ 1 982, 

34- Stem, M.R, M Rosenthal SM. Haffaer, RR Hazuda, and LJ. Rranca Sex difference In ef- 
fccts of sociocultural status on diabetes and cardiovascular risk factors In Mexicui 
Americans. American Journal cf Epidemidogy 1 20:834^1, 1 9^ 



■CO 



30 



Minority Health in Michigan 



35w US. Department of Hcallh and Human Services. 77tc Health Qmsequatces of Smoking: Car' 
diooQSCidarDi$e^,AReponofiheSurgem<^eraI.Dllh^ 
Md J Office on Snwking and HcalOv 1983. 

36. Ibid. 

37. Kleinbaum, D.G , LL Kuppeij J.C Casscl RA. Tyrolcr. Multivariate analysis of risk of 
coronary heart disease in Evart; County, Geor;pa. Archives ofhtenvd Medidne 128(6).M3- 
948,1971. 

3& Garfii\kclLCigaidtesm^}dngandcoronaryheartdiseaseinBlacks:C6mparison 
in a prospective study. American Heart Journal l(»(3):802-607, 1984. 

39. Vii, Ey W.T. Liu, P. Kurzcja. Fhyacal and menial health status indicators for Asian/Padfic 
Arnericans. Report of the Secretary's Task fcnx on Black and Minority Health. Chicago: 
Pacific/ Asian American Mental Health Research Center, Uxuveisity of Oucago, 1984. 

40. Schoenbonv CA, K.M. Danchik, Health Practices Among Adults, Unked States, 1977. 
Washington: National Center for Health Statistics, 1980. 

41. Ischemic heart disease is defined here as dCD 410414). 

42. National Center for Health Statistics, Monthly Vital Statistics Report, Department of Health 
and Human Services: Hvattsville, MD. vol 32(4), Table 9, pp. 31-33^ August 11, 1983. 

43. Centers for Disease Control Years ol Welost from cardiovasculardiscasc, Morfri/fty and Mor* 
talHy We^y Report 35(42).65^6H Oc^>ber, 1986. 

44. Michigan Department of Public Healtl. . Vital Statistics. 

45. Sorlie; P.D., EB. Gold. The effect of phyacia,^s temunology preference on coronary heart 
disease mortality: An artifact uncovenxJ by the 9th revision ICD. American Journal (fPuUic 
Hffl/^ft77:148.15^Feb. 1987. 

46. National Ccntei for Health Statistics, Monthly Vitd Statistics Report, Department of Health 
and Human Services: HyattsviJle, MD. vol 32(4), Table 9, pp. 31-33^ August 11, 1983. 

47. Michigan Department of Public HealtK Vital Statistics. 

4a US. Department of Health Human Services. Secretary's Task Force Report on Blackand 
Minority Health, Vd I: Executive Sunurur/y, pp. 70^ Washington: VS. Government Printing 
Office; August 1985. 

49. National Center for Health StatisticSy Comparability of Marital Status, Racer Nationality and 
Country of Origin on the Death Certificate and Census Reoonl: United States May August 7960. 
Washington, D.C, pp. 16, 40, 1969. 

50. Villaneat S.E Current Issucsin Hispanic Health- In Report of the Seaetary'sTaskForceon Black 
and Minority Health. Vd VUl: Hispanic Health Issues, p. 19, Table 3. Washington: US. Depart- 
ment of Health and Hunun Services, January 1986. 

51. Rosenwaike, I., Mortality differentials among persons bom in Qiba, Mexico, and Puerto 
Rico residing in the United States, 1979-1981. American Journal of Public Health 77.603^, 
May 1987. 

5Z Centers for Disease Ontrol. Premature mortality due to cerebrovascular disease. United 
States, 1983. MorbUHy and MortalHy W««y Report 36316-317, May 1987. 

53. It should be noted that the disorepancy in YPLL rates for minorities as compared to Whites 
is even greater than that in age-adjusted death rates because the YPLL statistic only tckcs 
account of deaths prior to age 65. Age-spedfic death rates arc most disacpant below age 65. 

54. US. Department of Hcallh and Human Services. Mortality and Morbidity Indicators. 
Seaetary's Task Foru Black and Minority Health, Vd I: Executive Summary, pp. 63-86. 
Washington: US. Government Printing (Office. August 198S. 

55. Rosenwaike, I., Mortality differentials among persorw bom in Qiba, Mexico, and Puerto 
Rico residing in the United States, 1979-1981. American Journal of Public Health 77:603^, 
May 1987. 

56. Pereky, V., WJ^. Pan, J. Stamicr, A. Dyer, and P. Levy. Time trends in IheUS racial difference 
in hyperleitsion. American Journal ofEpHemology 124.724-737, 1986l 





Diabetes is more prevalent in the Uni ted States in minority popula- 
tions than in the White population. Nationally, Blacks, Hispanics, 
Native Americans, and Japanese Americans all have elevated 
diabetes prevalence ral^. The prevalence of diabetes may also be 



Diabetes mellitus is a heterogeneous group of disorders charac- 
terized by abnormally high levels of glucose in the blood resulting 
from the bod/s failure to properly metabolize carbohydrates, fats, 
and proteins. There are several types of diabetes. 

Insulin-dependent diabetes mellitus (IDDM), is characterized by 
low levels or a total absence of insulin; people with this type of 
diabetes must inject insulin daily. Insulin< ^dent diabetes, 
which may occur at any age but typically devek ^ in childhood or 
young adulthood, accounts for 5 to 10 pertient of the diabetic 
population in the United States. 

The onset of non-insulin dependent diabetes mellitus (NIDDM), 
which accounts for 90 to 95 percent of all cases of the disease, usual- 
ly occurs after age 40 and is much more common among persons 
who are overweight. Although insulin levels may be high, normal, 
cr low, the ability of people with this type of diabetes to use insulin 
effectively is impaired. Those with NIDDM often can manage the 
disease through diet, weight control, and exerdse, but trr^^ent 
with oral medications or insulin may be necessary. 

In gestational diabetes, blood glucose levels rise during pregnancy 
and usually revert to normal after delivery. Women who are older 



elevatedfor other Asian American groups. 
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and overweight or have family histories of diabetes are more likely 
to develop gestational diabetes. Women who have had gestational 
diabetes are at increased risk of developing NIDDM later in life. 



Prevalence of 
Diagnosed Diabetes 



The number o' Blacks 
estimated to tiave 
diabetes is about one 
million nationally and 
about 53,000 in 
Mict)igan. 



Blacks 

National Health Interview Survey (HIS) data for 1982-1985 indicate 
that 3.7 percent of Blacks had diagnosed diabetes, 154 times the 
White rate of Z4. If these rates were adjusted for age, this discrepan- 
cy would have been still larger. R^ults from the 1979-81 HIS 
showed that the Black prevalence rate was 1 36 times the White rate 
on an unadjusted basis and 1.74 times the White rate when these 
figures were adjusted for age.^ 

Data from a 1983-84 Michigan household interview survey of adults 
show a similar gap in the Black/ White prevalence of diabetes. The 
NGchigan prevalence rate was 55 percent among Black adults, 
which was 153 times the White rate of 3.6 percent. If national es- 
timates for diabetes prevalence among children are added, the 
overall Michigan prevalence rates would be 42 percent for Blacks 
and 3.0 percent for Whites, The number of Blacks estimated to have 
diabetes is about one million nationally and abo*;t 53,000 in 
Michigan. 

The Black/White discrepancy in diabetes prevalence is especially 
great among women. Nationally, 45 percent of all Black females had 
diabetes in 1982-85, 1.73 times the White female rate of 2.6 percent. 
In the 1983-84 survey of Michigan adults, the prevalence for Black 
vv omen was 75 percent, 1.79 times the rate of 42 percent for White 
women. For Michigan females as a whole, including children, the 
prevalence rate was an estimated 5.4 percent for Blades and 35 per- 
cent for Whites. 



Hispanics 

HIS data for 1979-1981 show little difference between the prevalence 
of diabetes for Hispanic adultsas a whole and the general population- 
The prevalence rate for Hispanics age45 to 64, however, vras elevated 
compared with that for the general population. The prevalence rate 
for Hispanic women age 45 to 64 vras 105 percent, nearly double the 
rate of 55 percent for women of all races in this age group. The rate 
lor Hispanic men in this agegroup was also elevated,8.7percentcom- 
pared to 55 percent for men of all races in the sanve age group.^ 
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Data horn the 1979 California Hypertension Survey provides addi- 
tional evidence for elevated diabetes prevalence among Hispanics. 
California survey results shov/ed that Hispanic adults in that state 
had a prevalence of diabetes of 6.0 percent, 1 5 times higher than the 
4.1 percent reported for non-Hispanic Whites.^ 

The 1983-84 Michigan household survey sample did not include 
enough Hispanics to allow for the computation of a reliable state 
diabetes prevalence rate. Data from the Michigan hypertension 
screening clinics,however, showed that diabetes was more than one 
and a half times as prevalent among Hispanics than among non- 
Hispanic Whites screened in 1981-82.^ The Office of Services to the 
Aging is.conducting a needs assessment survey of 300 Hispanics 
age 60 and older. This survey will provide some insight into 
problems faced by one segment of the Hispanic population in 
Michigan. 

The prevalence of diabetes may be especially high among Mexican 
Americans. Recent studies done in San Anionio, Laredo, and Stan- 
County, Texas, indicate that diabetes prevalence rates are high 
amongMexican Americans in thesecommunities.^There have been 
no recent studies of the prevalence of diabetes in other Hispanic sub- 
groups. The Hispanic Health and Nutrition Examination Survey 
being conducted by the National Center for Health Statistics should 
provide improved estimates of the prevalence of diab-ctes in the 
Hispanic population and its subgroups. 

Although there are conflicting data on the prevalence of diabetes 
among Hispanics, diabetes appears to be more common in this 
population th^n among non-Hispanic Whites. Elevation in the 
prevalence of diabetes appears to be especially likely amorg 
Mexican Americans. 



Diabetes was more than 
one and a tialfiimes as 
prevalent among 
Hispanics than among 
non-Hispanic Whites 
screenedin 1981-82. 



Native Ameriiians 

Although there is no o veraU estimate of the prevalence of diabetes 
among Nat> ve Ainericanis in the Uiuted States, d' ta from studies of 
a large nii.nber of tribes seen i iO indica tp that diabetes is more com- 
mon among Native Americans than among a y other population 
subgroup. The Pima Tribe of Arizona, which has been extensively 
studied, has the highest rate of diabetes in the world— 50 percent of 
the adults age 35 or older have diabetes. Other tribes in Arizona, 
New Mexico, Nevada, Texas, Oklahoma, New York, Florida, and 
North Oirolina have reported diabetes prevalence rates of 20 per- 
cent or greater among adults age 35 or older.^ 

Population survey data on the prevalence of diabetes among Na- 
tive Americans in Michigan are not available, but there are 
indications that diabetes is more common than in the general 
population. During 1982-83, for example, of 511 Indian people 
saeened at Native American health fairs in Ingham and Kent coun- 
ties, 8S percent had diabetes.^ 
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Asian Americans 

There have been several studies of diabetes in Japanese Americans 
which indicate that the disease is more common in this population 
than it is in the White population. Studies comparing Japanese im- 
migrants in the United Slates with the Japanese living in Japan show 
elevated prevalence rates among the immigrants. There has only 
been one study reporting rates of diabetes in other ^\sian popula- 
tions, a 195&-59 sur/ey of employed pei^ns on Oc.ua, Hawaii. 
Age-adjusted diabetes rates were two to three times higher for the 
four Asian groups (Chinese, Filipinos, Japanese, and Koreans) than 
the comparable rate for Wl^tes. 



The high prevalence of 
undiagnosed diabetes 
indicates a need for 
stepped up efforts at 
detecting this disease. 



Undiagnosed Diabetes 

Data from the 1976-1980 National Health and Nutrition Examina- 
tion Survey 11 showed that undiagnosed diabetes among adults 
aged 20-74 is almost as common as diagnosed diabetes. The 
Black/White ratio was similar to that found for diagnosed 
diabetes.^ For the Black population in Michigan, an estimated one 
hundred thousand persons have either diagnosed or undiagnosed 
diabetes. The high prevalence of undiagnosed diabetes indicates a 
need for stepped up efforts at detecting this disease in high risk per- 
sons and bringing patients under appropriate tr^Btment. 



Historical Trend 

DiabcJcs appears to be relatively more common among almost all 
U.S. minority groups for whom data are available than it is among 
the non-minority population. However, this elevation in diabetes 
prevalence rates in minority populations appears to be a recent 
phencmenon. Diabetes was considered rare among Native 
Americans in the 1930's, HIS data showed little difference in the 
prevalence of diabetes between Blacks and Whites in the 1960's. A 
substantial gap in Black/White prevalence rates developed during 
the 1970'sand has persisted into the WSO's.^^ White prevalence rates 
also rose in the 1970's, but the inaease was at a slower rate and did 
not persist for as long a period. 
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Low Income and Other 
Demographic Risk Factors 

The age-adjusted prevalence of diabetes in the United States is 
elevated among persons with low income; intermediate among 
middle income persons; and lower than average among higher in- 
conie pennons. thin the Black population nationally, there was no 
consistent relationship between the prevalence of diabetes and in- 
come. BladG wi th fewer than twelve years of education had a higher 
prevalence rate than did Blacks with twelve or more years o/educa- 
tion.The negative association between educational attainment and 
diabetes was apparent for people with family incomes both above 
and bdow $10,000.^^ 



Diabetes Hospitalizations 

Blacks in Michigan were more than twice as likely to be hospitalized 
for diabetes 5S were non-Hispanic Whites in 1985. There were 5^12 
hospital discharges for Blacks with a prin^ diagnosis of diabetes, a 
rate of 4Z8 per 10,000 population or two and one half times the White 
rate of 17.0 (TaWe 3-1). On an age-adjusted basis, the hospitalization 
rate for Blacks v^s about three times the White rate. The hospitaliza- 
tion rate for other races was 20.4, 20 percent above the White rate. 
Population data for computing group-specific rates for Hispanis:s, 
American hidians, and Asian and Padfic Islanders are not available. 
Moreover, there maybe considerable underreporting for thesegroups 
and for the other race categpiy in general.^^ 

In addition to the numerous admissions with treatment of diabetes 
as the primary concern, there are a considerable number of 
hospitalizations wiih diabetes as a contributingorcomplicating fac- 
tor. For hospitalizations with any mention of a diagnosis of diabetes, 
the Black rate of 176.0 per 10,000 was 56 percait higher than the 
White rate of 113.0 (Table 3-2). The rate for other races (118.0) was 
slightly higher than the White rate. 



Nunnber of HosptfoSzations and Dischorge Rates for Patients 
with a Principal Otogiicsis of Diabetes by Detoled Roce or 
Ethnic Group. Mtchigan. 1 985. 



RACE/OHNICnY 



TOUL DISCHARGES CRUDE RATH 



WNfe Non-Hispanic 


13J077 


17.0 


Block 


5412 


428 


Hhparic 


90 


NA 


Other 




204 


An^ricanlrKkn 




NA 


AsiarVPoc^tc 


n 


NA 


Other 


188 


NA 


restated 


510 


NA 



Tbfcl 



19.311 



21.2 



Nurrber of HospitoSzotions and Obcharge Rotes for Patients 
with a Principal or Additiond DiQgrx>SjS of Obbetes by 
DetoTed roco cf Ethnic Group. Mchi^on. 1965. 



RACE/EmNIClTY 



TOTAL DISCHARGES CRUDE RATE 



White NorvHisponic 


87.197 


iiao 


Btack 


22266 


176.0 


Khponlc 


468 


NA 


Other 


1;293 


Iiao 


American Iryian 


145 


NA 


AaJon/Pocrfic 


61 


NA 


Other 


1^7 


NA 


Not Stated 


3292 


NA 


Total 


114.516 


126.0 



Complications of Diabetes 

Persons witli diabetes are at risk for a number of complications. 
Small blood vessel diseai:e develops in the majority of diabetic 
patients and manifests itself in a variety of diabetes complications. 
Michigan 1985 hospital discharge rates for minorities witfi diabetes 
complications were generally higher than they were for Whites. The 
percentage of diabetes hospitalizations in which complications 
were mentioned was similar in most cases for minonties and 
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Whites. It is reasonable to conclude, then, that the higher overall rate 
of diabetes hospitalizations for nrunorities was not due to more fre- 
quent hospitalizations of less serious cases but rather to the greater 
ftiequency of equally serious cases in these populations.^^ 



^?■J^r^>^>r of HospSabcrfbns and DiscNarge Ratos for Pctfientj 
^Mth a DiooTOsh of DIobotte Retinopdhy by Dotated Roco or 
Groop, Michigan, 1985 



RACE/ 



TOIAl 



RETINOPATHY CRUDE PERCEN- 



ETHNICmr DISCHARGES 


DISCHARGES 


RAT^ 


UGE 












Non-Hispanic 


87.197 


2.224 


29 


26% 


Bk)ck 


2Z266 


560 


d4 


25% 


Hspanic 




16 


NA 


34% 


Othor 


1.293 


42 


3.9 


a3% 


American 










incSon 


143 


3 


NA 


21% 


AsJon/Poofc 


61 


1 


NA 


20% 


OJhef 


1X07 


38 


NA 


3.5% 


Not Stated 


3^292 


59 


NA 


1.8% 




114.516 


2.901 


Z2 


25% 



Eye Disease 



Diabetic eye disease, including proliferative diabetic retinopathy 
and maculopathy, can lead to blindness. Fortunately, treatments are 
now available which r "'save the diabetic patient's sight, if theoon- 
ditions are detected ly The Michigan Department of Public 
Health recommends armual examinations by an ophthalmologist. 
Modem treatments such as laser photocoagulation can take pla:x? 
in the opt almologist s office. Many pa tients are not reed vingoph- 
thalnnological examinations in a timely manner, however. ITie 
public health community must address the problem of financial bar- 
riers to these necessary specialist services. 

Minorities in Michigan had higher rates of hospitalization for 
diabetic retinopathy. The rate for Blacks was 4.4 per 10,000 or one 
and one half times ihe White rate of 2.9 (Tablo 3-3). The rate for other 
races was 3.9 or one and one third times the White rate. 



Numbe r of Hospitaizcitbns and Dcchorge Rates for Patients 
^Mth a Drjgrosls of Diabetei and Amputatbn of tt>e Lower 
Umb by De^oJed Roce or Ethnic GroMp, Michigaa 1985. 







DISCHARGES 






RACE/ 


TOTAL 


WITH 


CRUDE 


PERCEN- 


ETHNICmr DISCHARGES 


AMPUTATIONS 


RATE 


TAGE 












Noo4f{spanc 


87J97 


1^3 


1.7 


15% 


Bock 


2Z266 


364 


29 


1.6% 


Kspanic 




9 


NA 


1.9% 


atwf 


1^ 


24 


22 


1.9% 


American 










IncSan 


145 


2 


NA 


\JS% 


Asian/Poafc 


61 


3 


NA 


59% 


OJhef 


1.0G7 


19 


NA 


1.7% 


Not Stated 


3^292 


44 


NA 


13% 



Amputations 



Foot complications due to small blood vessJ disease and 
neuropathy are another serious complication of diabetes. 
These can lead to amputation of a lower extremity. The dis- 
charge rate for amputations was 2.9 per 10,000 for Blacks, 71 
percent higher than the White rate of 1.7 (Table 3-4). The rate 
for other races of 2.2 per 10,000 was 29 percent higher than the 
White rate. Diabetes experts believe that half of diabetes-re- 
lated amputations could be prevented if appropriate foot care 
practices were followed by providers and patients,^^ 



The Michigan Department of Public Health Diabetes Control 
Program (DCP) seeks to expand health caie provider awareness of 
appropriate foot care practices through a variety of professional 
education activities. Increasing patient awareness of foot and other 
self-care issues is also a goal of the DCP. The DCT has furthered the 
development of patient education programs that include pre-in- 
structional assessment of foot and skin care knowledge and a 
curriculum titat contains instructional objectives in this area. 



Kidney Disease 

Diabetes is also a cause of kidney disease. The combination of 
diabetes and hypertension appears to be synergistic for the 
development of kidney disease. Minorities are at higher risk 
for hypertension as well as diabetes and thus the risk of 
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developing kidney disease is parUcularly elevated in minority 
populations. The racial discrepancy in hospitalization rates for 
the kidney disease diagnoses of nephritis, nephrc dc syndrome 
or nephrosis was greater than for any other com plication. The 
Black ra te of 14.9 per 10,000 was two and one queirter times the 
White rate of 6.6 and the rate of 10.0 for other races was one 
and one half times the White rate (Table 3-5). 

Data from the Michigan Kidney Registry show that Blacks 
have a much higher rate of end stage renal disease (ESRD) and, 
specifically, of end stage renal disease caused by diabetes. 
Overall, Blacks represented 34.6 percent of all ESRD patients 
at the end of 1985, with a rate of 11.5 per 10,000 population, 
more than three times the White rate of 3.5 (Table 3-6). The dis- 
crepancy in Black/White rates was even greater (almost 4 to 
1) when new cases of ESRD are considered. On a cause-specific 
basis, the discrepancy in race-specific rates was more than 
seven to one for hypertension and four to one for diabetes. 



Complications of Pregnancy 

Maternal diabetes increases the risk of morbidity and mortality to 
the fetus. There is evidence, however, that strict control of biood 
glucose levels before conception and throughout pregnancy in 
women with diabetes reduces ths incidence of congenital malfor- 
mations, perinatal morbidity and mortalily.^^ Estimates of the 
proportion of pregnancies occurring among women with preexiiit- 
ing diabetes rangq from 0.4 percent to 1.5 percent. Gestational 
diabetes is a form of diabetes which only occurs during a woman's 
pregnancy. It complicates an estimated 25 to 5.0 percent of all preg- 
nancies in the U5. each year. The Michigan Department of Public 
Health recommends screening of all pregnant women for gestation- 
al diabetes between 24 and 28 weeks gestation. Risk factors for the 
development of gestational diabetes include obesity, family history 
of diabetes in a first degree rela ti ve;, pre vious adverse pregnancy his- 
tory, previous birth of a large baby (4500 grams or greater), and 
recurrent infections. Women who develop gestational diabetes are 
at ver^ substantial risk for subsequent development of overt dis- 
ease. Offspringof women with gestational diabetes may be at risk 
for obesity and impaired glucose tolerance later in life.^^ 

National data do not indicate a higher prevalence of diabetes 
in pregnancy among minority women than among non- 
minority women. Michigan hospital discharge data, however, 
showed that Black women v/ere twice as Jikely as White 
women to have diabetes mentioned on their pregnancy-re- 
lated hospital discharge records in 1985.^^ 



Number of Hosptfobottom ord Dschoroo ftatos for Pd»e^ 
wtth o CXjgTOsa of Diobot&s Ofxi Any Mention o( Nephnr. 
Nephrotic SvTy±ome, or NephfOiij by Dote -<;RoceorEthftC 
Group. Michioan, 1985. 







DISCHARGES 






RACE/ 


TOTAL 


WITH 


CRUDE 


PERCEN* 


ETHNJCriY DISCHARGES 


NEPROPATHY 


RATE 


UGE 


Wh8e 










NofvHisponic 


87,197 


5.062 


66 


58% 


Bock 




1.890 


U9 


&5% 


Ktsponlc 


468 


37 


NA 


7.9% 


Other 


1.293 


109 


10 


85% 


American 










Mon 


145 


13 


NA 


9.0% 


Asian/Pacirc 


61 


13 


NA 


255% 


Other 


1.087 


83 


NA 


7.6% 


Not Stated 


3,292 


151 


NA 


4.6% 



Total 



114,616 



7,249 



8.0 



6.^ 



Nurrt>er of EryJ Stage Rerxi Deeose Pottents oj of December 
31 / 1985 by Dotaied Roce or Ethnic Group, Mch'gaa 



RACE/ETHNICITY 


NUMBER 


CRUDE RATE 


White Nor>4iispanic 


2,662 


3.5 


Bock 


1/154 


11.5 


Ktspanic 


55 


NA 


Other 


31 


29 


American IncSan 


11 


NA 


Ajian/Pocrfic 


17 


NA 


aher 


3 


NA 


Not stated 


0 


NA 


Total 


4,202 


4.6 
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Native American 
woiDen, Black women, 
and Hispanics were at 
unusually high risk for the 
occurrence of diabetes 
and hypertension. 



Diabetes and Hypertension 

Hypertension is about twice as common in persons with 
diabetes as in those without diabetes. The coexistence of 
diabetes and hypertension is about twice as common among 
Blacks as among Whites.^^ Among persons screened by 
Michigan blood pressure screening programs in 1981-82, Na- 
tive American women. Black women, and Hispanics were at 
unusually high risk for the occurrence of diabetes and hyper- 
tension.^ Hypertension in the diabetic population contributes 
not only to kidney disease but to coronary heart disease, 
stroke, peripheral vascular disease, and lower extremity am- 
putations. It may also be a factor in the development of 
diabetic retinopathy.^^' 



Heart-Related Problems 

Cardiovascular disease is more common amone people with 
diabetes than among people without diabetes. Persons with 
diabetes are at a tv;o-fold increased risk for developing angina 
pectoris, myocardial infarction or sudden death due to car- 
diovascular complications. 



Mortality 



Oti>er than White age-adjusted mortality rates for diabetes have 
been consistently hi^er than White rates for many years. In 1985 
the Michigan other than White age-adjusted rate was 17.2 per 
100,000, 83 percent higher than the comparable White rate of 9.4. 
The other than White age-adjusted mortality rate declined in tlie 
1970'sbut appears to be stagnating in the 1980's (Figure 3-1). 

Diabetes is the seventh leading cause of death in Michigan. There 
were 1387 deaths with diabetes as the underlying cause in 1985, in- 
cluding 223 deaths of other than White persons. These deaths 
represent only a small proportion of diabetes-related deaths, 
however. The total number of deaths with diabetes as either the un- 
derlying or contributingcause was6437 in 1986, including970 other 
than White deaths. Studies indicate, moreover, that there are a sig- 
nificant number of diabetes-related deaths in which diabetes is not 
listed on the death certificate 



Diabetes Deaths Under Age 45 

The difficulty faced by low income persons, who arc dispropor- 
tionately minorities, in managing diabetes was highlighted by a 
recent study of deaths of persons with diabetes under age 45 con- 
ducted by the Michigan Diabetes Control Program. One fourth of 
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those who died wens other than White persons, although tliey com- 
prised only one sixth of the total population under age45. The under 
age 45 diabetes death rate for Whites was 1.1 per 100,000 Michigan 
residents while that for the other than White population was 2.0. 
Forty six percent of those for whom income data was available had 
incomes bdow eight thousand dollars, a proportion three and one 
half times greater than that found in a 1983-84 general population 
survey?^ Another indication of theproblem of poverty in this group 
of patients came from hospital records. Thirty seven percent of those 
hospitalized at the time of death were Medicaid patients and an ad- 
ditional 11 percent were reported as uninsured or "self-pay." 

A majority of the patients suffered from long term complications of 
diabetes and more than one third experienced acute complications 
such as fiequen t occurrence of ketoacidosis or ketoaddosi s just prior 
to death. About 20 percent of the patients had problems with sub- 
stance abuse, depression, or other mental disorders. Given the 
complexity of diabetes, patients need a regular physician to success- 
fully manage this disease. Nevertheless, one fourth of the patients 
appeared to lack such care. 
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Causes of Diabetes 

As mentioned earlinr, n\ost persons with diabetes (90-95 percent of 
all person with the disease) have non-insulin dependent diabetes. 
Although a genetic component has been identified, the overwhelm- 
ing majority of persons who develop NIDDM are or have been 
obese. National data from examination surveys conducted in 1960- 
1962, 197M974, and 1976-1980 showed Black women had a 
prevalence of obesity nearly twice that of White women (about 47 
percent compared with about 26 percent).^ Michigan data fiom 
1980 and 1983-84 household interview surveys similarly showed 
Black women reporting a much higher rate of obesity. The national 
examination data showed that obesity was inversely related to fami- 
ly income and education. Sodal and enviionmental risk factors 
appear to play an important role in the development of diabetes. 



Conclusion 



Solving the general 
problem of access to 

care is particularly 
important for diabntic 
patients. 



The goal of diabetes therapy is the normalization of blood sugar 
levels. Four main elements comprise the treatment of diabetes md- 
litus: diet, exercise, medication and educational services which 
ensure that the patient understands how to balance diet, exercise 
and medication within his or her lifestyle. Appropriate medical care 
for diabetes includes prescribing the right medication, diet and ex- 
ercise as well as providing comprehensive instruction about the 
therapies and self-care activities which actively support patient self- 
reliance and responsibility.^^ Tlie prescribed diet must be tailored to 
the patient's social and ethnic background and lifestyle. For the 
majority of persons with non-insulin dependent diabetes, weight 
loss is an important therapeutic goal in the effort to achieve normal 
blood sugar levels. Good metabolic control may prevent or delay 
the long-term complications cf diabetes. 

The complexity of diabetes is such that diabetic patients need, in ad- 
dition to good primary medical care and individualized educational 
and counseling services, access to a variety of specialists. Given the 
fact that diabetes is more common among persons with low income, 
solving the general problem of access to care is particularly impor- 
tant for diabetic patients. 
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I CHANCER 



According lo 1985 slate and national data, cancer was a lead- 
ing cause of d 3alh second only lo heart disease. The Michigan 
1985 cancer age-adjusted death rate was somewhat higher 
than the comparable national rate (182.8 and 169.5 per 100,000, 
respectively). 



Blacks 

Accordlngto IhereportCaricerltuAlerweartdMortalityMi^^^ ftt)rn 
the Michigan Cancer Surveillance Program the age-adjusted cancer 
incidence rate for Blacks was abo'«t 20 percent higher than that for 
Whites in Michigan in 1535? It is important to note that the higher 
incidence for Blacks is due to higher rates among particular sites. r\o 
shown in Table 4-1, these sites aie lip, oral cavity and phaiynx, 
stomach, pancreas, laiynx, lung and bronchus, cervix uteri, and 
prostate. White incidence rates, however, were higher for urinaiy 
bladder, skin, female breast, corpus uteri, and ovaiy. 

The age-adjusted cancer mortality rate was also higher among 
Blacks than Whites in ^985. The rate for Black males was 37 percent 
higher than the rate for White males (311.7 vs. 2272 per lOO/XX) 
population) while the rate for Black females waD 20 percent above 
the comparable Whiterate(174.4 vs. 145.7per 100,000). This pattern 
occurred even among sites for which Blacks had lower incidence 
rate.;, such as the breast (Table 4-2). 

National data also indicate that Blacjcs suffer higher cance. in- 
cidence and mortality rates than do Wl^ites. According to the Report 
of the Secretary's Task Force on Black and Minority Health, the sites of 
excess incidence and mortality in the U.S. Black population include 
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TABLE 4-2 



Age-odjusted morto^ / ia#e« of Irr/asJvo concera by p<Vnof/ 
race ond tv^'c: »qoi. 19m 



PRIMARY SITE WHITE 


WHITE 


BIACK 


BIACK 


MAt£ 


FEKfAtE 


MAt£ 
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d m »ln f Ad ]n n 1 








tract cvdMTi nnd 
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53 


Prostate Gtand 23.4 
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(1) Rates 1982-1985 

(2) Rates 1984-1985 

(3) Ratesl98M985 

*Rate is considered statisitlcaty uveloble. 
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TABLE 4^3 



Age^Acfusted Death Rates fof MaPgnant Neopksms by Sex 
crd Roce, Mch5gan Resktenh, 1980 



SEX 



RACE XWEE FEMALE 



White 163.2 109.1 

Block 225.7 1266 

American Ind'an 1 0a2 33 8 

Astan/Poclfisbtandef 558 415 



lung, esophagus, stomach, pancreas, prostate, cervix, and corpus 
uteri.^ 

Figure 4-1 shows the age-adjusted cancer nriortality rates from 1970 
to 1985 for WTiites and other than Whites in Michigan. This figure 
clearly depicts the higher mortality rates for the other than Whites. 
While cancer rates have increased for both groups during this time 
period, the other than White rate has inaeased at a greater rate. 



Other Minorities 

According to the Secrelanfs Report on Black and Minority Health, 
Hispanics, Asians and Pacific Islanders, and Native Americans have 
lower overall ago-adjusted cancer incidence and mortality .ates 
than do non-Hispanic Whites.^ A similar pattern in cancer mo'. tality 
rates was observed in Michigan in 1980 (Table 4-3). One '^sible 
reason for these outcomes is that members of these groups iiequent- 
ly are not identified as minority persons on death certificates. A 
study matching 1960 census and deatli records concluded that ob- 
served death rates for Native Americans, Oiinese, and Filipinos 
were much lower than death rates would have been if only census 
information had been used.^ 

Since some members of these groups are in the j. rocess of adapting 
to majority cultural practices, it is possible that they will eventually 
develop cancer rates similar to or higher than those of the majority 
culture. For example, a study of cancer rates of Hispanics and 
Whites in the Denver area during 1969-71 and 1979-81 showed that 
the initially lower Hispanic rate increased over time and became 
similar to the White rates. Specifically, the Hispanic rate increased 
52 percent for males and 77 percent for females. (In 1980, only 85 
percent of the Hispanic population in Denver was foreign-bom). 
The authors conclude that the inaeased rates are due to changes in 
diet, snK)king and alcohol consumption.^ Among Japanese women, 
for whom the incidence of breast cancer is relatively low, studies 
show a gradual inaease in breast cancer incidence rates anvDng des- 
cendants of immigrants to the United Staffs. The authors conclude 
that the increa sed risk of breast cancer anK)ng these women resulted 
from their adoption of a Western diet and life style. 

Although overall cancer rates for non-Black minorities appear to be 
low, it should be noted that some minority groups have an excess 
incidence of cancer for specific sites. For example, SEER data from 
1973-1981 reveal that Hispanics and Japanese-Americans ex- 
perience stomach cancer at a rate twice that for non-minorities. This 
excess , lay be due in part to the consumption of spicy, pickled and 
smoked foods, which is typical within these cultures. ^ Chinese, 
Filipinos and Hawaiians experience a somewhat higher incidence 
of cancer of the esophagus than does the majority population. 
These excesses may be due to alcohol consumption and smokingas 
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wasindicatedforBIacks-^^AIscextren-iClyhotbeverages, which are 
popular in some ^ian cultures, have been found to relate to 
esophageal cancer. Chinese-Americans, Native Americans and 
Hispanics experience an excess incidence of cervical cancer. In fact, 
the rate of cervical cancer for Hispanics is more than twice the rate 
for non-minorities. The possible causes for this cancer are as yet 
unknown. Native Americans also have excess rates of cancer of the 
gallbladder and kidney. ' 



There are several risk 
factors for cancer. 
Tobacco usj is the most 
important. . . . and Blacks 
are more likely to smoke 
than Whites. 



Risk Factors for Cancer 



Smoking 

There are several risk factors for cancer. Tobacco use is the most im- 
portant. It has been shown to relate to lung, laryngeal, oral 
esophageal, bladder, pancreatic, kidney and cervical cancer.^^ 
Blacks are more likely to smoke than Whites according to several 
studies. Forexample,theres!'Jtsof thel983-84 Michigan Blood Pres- 
sure Surv^ reveal that 45 percent of Blacks reported they were 
current smokers, as compared to 32 percent of Whites.^^ Although 

men were morelikelyto report they were currentsmokersthanwere 
women (37 percent vs. 30 percent), both Black men and women 
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were more likely to report they currently smoked than were Wliite 
men (51 and 40 percent, respectively vs. 35 percent). 

Unless there is a significant decline in Black snwking rates, the con- 
tribution of tobacco related diseases to the radal discrepancy in 
cancer rates is likely to increase. Current smoking patterns con- 
tribute to future disease piocessesand the current radal discrepancy 
in smoking rates appears to be laiger than in the past. In the 
Michigan survey, similar proportions of Blacks and Whites have 
ever smoked c'garettes (60 and 56 percent, respectively). However, 
about 44 percent of Whites who have ever smoked dgarettes have 
quit comparea to only 25 percent of Blades. 

Although a laiger proportion of the Black population smokes, 64.7 
percent of White smokers report smoking one or more packs per 
day while only 32 percent of Black smokers report doing so. Similar 
patterns in dgarette use have been found nationally as wdl. The 
fact that Black smokers consume fewer dgarettes than do White 
smokers may have important implications in smoking cessation 
programs as is discussed in Chapter 16. 



Nutrition and alcohol constmiption 

Nutrition and alcohol consumption are two other factors that have 
been found to relate to cancer. Insuffident intake of necessary 
vitamins and minerals, and high alcohol consumption are more 
common among poor individuals than among the population as a 

Poor general nutrition 
and low socio-economic 
status tiave been sfiown 
to relate to esoptiageal 

and stonnacti cancer. 

a high fat diet,"^^ and insi' »ent anc intake.^* Studies have shown 

that excessive alcohol r .umption increases the risk of cancer of 
the mouth, esophagus, iaiynx and tongue.^ Combined use of al- 
cohol and tobacco ha"e also been shown to raise the risk of cancer 
of the nwuth, esophagus and pharynx. 



whole. Since Blacks and other minorities are more likely to t>e poor 
than are non-minorities these risk factors are important among a 
large segn>ent of the minority population. 

Poor general nutrition and low sodo-economic status have been 
shown to relate to esophageal and stomach cancer. Prostate can- 
cer has been related to liormonal imbalances brought on,in part, by 



Expostire to toxic substances 

Occupational hazands and exposure to toxic substances may also 
cause certain cancers. The International Agency for Research on 
Cancer (lARC) has published reviews of studies that assess the car- 
dnogenidty of certain chemicals. Four of the most familiar chemical 
cardnogens are listed below: 

1. Asbestos, used for fin>-proofiug and ship building, has been 
shown to cause lung cancer and mesothelioma, a rare cancer of the 
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chestand abdoiPinal cavity lining. The health risk from this mineral 
fiber occurs when asbestos fibers are inhaled.^'^ 

Z Benzene, a liquid product of petroleum, is used in the chemical 
and drug industries. Many r^rtsha ve linked exposure to this liq- 
uid with a high incidence oHeukemia. Exposure occurs through 
inhalation of benzene vapors. 

3. Chromium and chromium compounds are Ksod in the metal in- 
dustry to produce stainless steel and other alloys. It is also used to 
make bricks, glass and ceramics. Exposure to this substance has 
been linked to lung cancer. 

4. Dust from wood, as produced in furniture manufacture, is as- 
sociate with an increased incidence of cancer of the nose and nasal 
cavity. Reduction of air-bome dust in the workplace and the use 

ofrespiratorshavebeenshowntobehdpful in reducing theamount 
of wood dust inhaled by the worker.^ 

Minorities are concentrated in operative and service occupations^ 
and are frequei^lly offered jobs that are undesirable to others. They 
maybe, therefore, more likely to hold jobs that involve working with 
carcinogenic materials. ^ It is important then that workerebeaware 
of ways to protect themselves from the harmRil effects of these 
materials and that agencies such as the Michigan Occupational 
Safety and Health Administration (MIOSHA) enforce the regula- 
tions for these materials. The recent Michigan Right-To-Know 
amendments to the MIOSHA act provide an excellent information 
for covered workers about toxic chemicals and carcinogens. 



National data reveal that 
for many cancers, 
minorities may have 
lower five-year survival 
rates ifian non-minorities. 



Inadequate Treatment and 
Access to Health Service 

Health care services play a role in the prevention and detection r-^ 
cancer as well as in the proper treatment of cancer once it }iaj 
developed. Minority individuals often are less infonned about fac- 
tors that cause cancersuch as smokinganddiet. Furthermore, many 
programs that are designed to help people modify behaviore that 
put them at risk for cancer are developed for non-minority in- 
dividuals and may not be suitable for minorities. Additionally, 
cancer prevention programs are frequently expensive and conse- 
quently inaccessible to the poor and to a large proportion of the 
minority population. For example, the Michigan Cancer Founda- 
tion reports that there are few smoking cessation or early detection 
cancerscreeningprogramsofferedintheDetroithealthdistrictsthat 
con tain manyofthedt/spoor.^ChapterSixteenofthisrcport dis- 
cusses some Michigan smoking cessation programs that are 
available to minorities. 
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Improved care for 
mhorifies can result in 
survival rates 
comoarable to White 
rates. 



National data reveal that for many cancers, niinorities may have 
more aggressive forms of cancei^^ and lov^er five-year survival rates 
than non-minorities.^ For example, data frcm the Surveillance 
Epidenuology and End Results i . gram (SEER) show that for all 
forms of cancer the five year survival rate for Blacks during 19^-81 
v^as 38 percent as compared to 50 percent for non-minorities. 

Native Americans appear to experience relatively fev^er cases of 
cancer and cancer deaths than other ethnic/radal groups, but those 
v^ho do develop cancer are less likely to survive.^ The five-year sur- 
vival rate for Native American males according to 1973-79 SEER 
data v^as 26 percent as compared to 40 percent for non-minority 
maies.Thirty-ninepercentoffemaleNativeAmericans survived for 
five years as compared to 55 percent of non-minority females. The 
discrepancy in survival rates between Native Americans and 
Whites was particularly high among males for cancer of the rectum, 
lung A>ronchus, and prostate (28 vs 46; 5 vs 11; and 41 vs 66 percent 
survival, respectively). For females this discrepancy was greatest for 
cancer of the stomach, rectum, lung/bronchus, corpus uteri, a- d 
breast (7 vs 16; 20 vs 48; 5 vs 15; 68 vs 87; and K vs 73 percent 
vival, respectively). 

There is convincing evidence that for some cancers early detecKon 
and appropriate care do much to improve survival rates. For ex- 
ample, data from the Surveillance, Epidemiology, and End Results 
(SEER) Program of the National Cancer Institute show that 85 per- 
cent of the women who were treated for breast cancer when the 
tunwr was localized were alive five years after diagnosis. In com- 
parison, only 10 percent of those who began treatment after the 
disease had spread reached the five year survival mark. 

Evidence suggests tliat minorities are less aware of early detection 
techniques for cancer than are aon-mi norities. For example, in a na- 
tional surv^. Black women knew less about the early waming signs 
of cancer than did non-minorities and underestimated the 
prevalence of cancer.^^ The National Breast (Zancer Survey reveals 
that while Blacks know as much about breast self-examinations 
(BSE) as do Whites, almost 25 percent of the Hispanics had never 
heaid of BSE.^ In a telephone survey in Illinois, Blacks were less 
aware than were non-minorities of specific cancer tests such as Pap 
smearr, BSE, proctoscopy and prostate palpation. 

Improved care for minorities can result in survival rates comparable 
to White rates. In a Veterans Administration study in which patients 
received similar care, patient survival did not differ by race. Fur- 
thermore, in a randonuzed trial in New York, racial differences in 
the 5-year survival rate from breast cancer were present among an 
unscreened control group but not among the vramen who received 
St ening.^^ The results from these two studies demonstrate that ra- 
cial disparities in cancer outcomes can be diminished by the 
provision of appropriate health care. 
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Although early detection and appropriate Irealmenl for can- 
cer can improve survival rales, these are not a substitute for 
cancer prevention. Therefore, cancer treatment shouH not 
overshadow the teaching and development of good health 
habits, improvements in the environment and improvements 
in access to preventive health care. 



Conclusion 



There is substantial excess cancer morbidity and mortality in the 
Black population. This excess appears to be related to a greater 
prevalence of cancer-related risk factors and to inadequate access to 
detection and treatment services. Cancer rates for other minority 
groups are low but may be on the inaease. Among some groups 
with low overall rates, rates for specific sites are higher than the 
rnajority population. Native Americans who appear to have low in- 
cidence rates also have veiy poor survival rates. Understanding of 
culture-specific factors that may have led to the more favorable can- 
cer rates among these minority groups should be pursued. 
Adequate, culturally sensitive prevention, detection and treatment 
services -^re necessary to reduce the incidence and increase survival 
among minority populations. 



Adequate, culturally 
sensitive prevention, 
detection and treatment 
senlces are necessary to 
reduce tfie incidence 
and increase sun/ival 
among minority 
i^opulations. 
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CHEMICAL 
DEPENDENCY 



The following chapter discusses the excess disease and morta^**y 
among minorities caused by alcohol and drug abuse. Tobacco use, 
which was included in the chemical dependency volume of The 
Report of the Secretan/s Task Force on Blackand Minority Health, is dis- 
cussed in Chapter Sixteen of ihe current report. 

Dependency on alcohol and drugs is having a major impact upon 
health both in the United States and in Michigan. For example, the 
National Institute on Alcohol Abuse and Alcoholism estimates that 
approximately one-half of all homiddesarealcohol-related.^ Illegal 
drug use is estimated to be a factor in 10 percent of all homicides,^ 
and contributes to excess morbidity and mortality among 
minorities. In the 1979 Surgeon General's Report, Hea/% People, it 
is reported that 10 percent of all deaths are alcohol-related and that 
this figure nnay be even higher for minorities.^ In Michigan, alcohol 
abuse,as reflected ir.themortalityratesforcini^osiso;theliver,con- 
tributed to 209 excess other than White deaths in 1985, 



Alcohol Abuse 

Alcohol abuse has a number of negative health consequences. Ex- 
cessive drinking can lead to cirrhosis of the liver, stroke, 
hypertension and an increase in accidental injury.^ Alcohol con- 
sumption among pregnant women has been showi\ to lead to Feta^ 
Alcohol Syndrome (FAS) in the offspring. FAS is characterized by 

growthretardation,abnormalfadalandCTanialfeatures,and central 
nervous system abnomialities^ (See Chapter Seven on Low Birth 
Weight and Infant Mortality for further discussion). 
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Michigan and the United States 

In 1985, the death rate from chronic liver disease and cirrhosis for 
males was 2.2 times higjier than the rate for females in both 
Michigan and the United States. In Michigan, the age-adjusled mor- 
tality rate for deaths due to chronic liver disease and cirrhosis was 
12.6 per 100,000 in 1985, as compared to the substantially lower US. 
rate of 9.6 per 100,000. The higher Michigan rate is consistent with 
evidence fiom a report on the risk beliaviors of residents ftom 29 
states during 1981-1983. This study revealed that 30.9 percent of 
Michigan respondents reported that they engaged in "acute heavy 
drinking."^ In ten of the other states less than 20 percent of respon- 
dents engaged in such drinking and 12 states had less than 25 
percent of respondents reporting acute drinking. 

More recent 1987 data reveal that the prevalence of acute heavy 
drinking has declined in Michigan to 22.5 percent. ' V\^ile it is not 
yet known how Michigan currently ranks in this respect relative to 
other states, this progress is encouraging. 



Minority Groups 



Black and other minority 
males were roughly 
twice as likely to have 
been hospitalized with a 
primary diagnosis 
relating to alcohol abuse. 



Many sources reveal that minority groups experience higjher rates 
of alcohol-related illnesses and deaths than Whites. Studies show 
that among women, abusive drinkingis more likely to occur among 
Blacks than Whites. Also,Native Americans are significantly more 
likely to be alcoholic than are Whites.^^ National data from 1979- 
1981 show that Blacks and Native Americans had much higher 
cirrhosis mortality rates than either Whites or Asian and Pacific Is- 
landers. The national cirriiusis mortality rate for Blacks was nearly 
twice tha^ of Whites (males: 29.4 vs. 15.4, females 133 vs. 6.9 per 
100,000). For Native Americans, the rate was three to four times the 
White rate (males: 43.7 vs. 15.4, females 29.9 vs. 6.91 
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The racial discrepancy in cirrhosis mortality rates was especially 
laige for Michigan in 1984. For the U.S. as a whole in 1984, the other 
than White rate was 15 times higher than the White rate (143 vs. 
93) while in Michigan the other than White rate was more than 
twice as great as the White rate (25.4 vs 10.0). As can be seen, the 
greater gap in cirrhosis rates by race in Michigan is a function of an 
elevated other than White rate rather than a lowered White rate. The 
rate for Michigan's other than White population was more than 
twice as great as the comparable national rate. 

Michigan hospital discharge data for 1985 reveal that Black 
and other minority males were roughly tv/ice as likeiy to have 
been hospitalized with a primary diagnosis relating to alcohol 
abuse as White males (White: 351.0, Black: 753.0, other 
minority: 619.0 per 100,000 population).^'^ Minority women 
were also more likely to be hospitalized for alcohol-related ill- 
nesses than were their White counterparts (White: 96.2, Black: 
162.0, other minority: 242.0 pe- 700,000). 
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Blacks 

In spite of the increased risk of death and illness from alcohol abuse 
among Blacks, Blacks do not appear to be heavier drinkers than 
Whites. For example, a 1979 national survey reveals that Blacks are 
more likely to classify themselves as abstainers than are Whites 
{niales: 30 percent v. 25 percent, females: 49 percent v. 39 percent).^'' 
The 1983 Michigan Blood Pressure Household Survey produced 
similar results with 31 5 percent of Blacks as compared to 185 per- 
cent of Whites reporting that they abstain from drinking. 
Furthermore, Michigan Blacks and Whites had similar percentages 
of hea^/y drinkers (Whites: 15.1 percent. Blacks: 13.8) and moderate 
drinkers (Whites: 23.9 percent. Blacks: 22.7) in the blood pressure 
surv^. More recenUy the 1987 Michigan Behavioral Risk Factor 
Survey revealed that 43.9 percent of Blacks as compared to 38.3 per- 
cent of Whites reported that they abstain from alcohol. As in the 
previous survey similar proportions of Blacks and Whites in this 
study reported engaging in heavy drinking (Whites: 9.2, Blacks: 
73)r 

The fact that Blacks appear to be no more likely to drink excessive- 
ly than Whites, in spite of their greater likelihood of suffering the ill 
effects of alcohol, may indicate that other negative environmental 
factors such as poverty, poor education, and poor nutrition haveex- 
aceibated the negative consequences of alcohol abuse. 

Native Americans 

The Indian Health Service reports that five of the fen major causes 
of death among Indians are related to alcohol: accidents, cirrhosis 
of the liver, alcoholism, suidde and homicide.'^ Based on age-ad- 
justed rates, a national report reveals that tl*e mortality rate from 
these alcohol-related causes of death is three times higher for Na- 
tive Americans than for the population as a whole. The mortality 
rate for cirrhosis of the liver among Native Americans is particular- 
ly elevated in the youngCT age groups.^ 

The 1985 Report oflheDireclo/s Indian Health TaskFoKenoled that al- 
coholism^is "the most critical health problem among Michigan 
Indians.'' The report conunented that accidents, and chronic liver 
disease and cirrhosis— two causes of death that typically relate to 
alcohol use— are much greater among Michigan Indians than 
amongthe White Michigan population. Six percent of Indian crude 
dea thsas compared to 1.5 percent for Whites aredue to chronic liver 
diseaseandcirrhosis.^Thehigherdeathrate from chronic liverdis- 
ease and cirrhosis is largely a result of a higher death rate among 
females. Specifically the Indian/White crude death ratio for females 
is 23 and only 1.2 for males. 

Evidence does indicate thatlndiansare more likely to abusealcohol 
than isthemajbritypopulation. Accordingto theOfficeof Substance 
AbuseServicxj, Indians are two to five time more likely to suffer from 
alcoholism than is the general population.^"* Furthermore, more 
than 70percentof thetrcatment provided through the Indian Healih 
Services is alcohol related.^ In Michigan, Native Americans were 
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over-represented in 1986/87 hospital admissions for alcohol abuse 
with twice as many Native Americans being admitted as would be 
expected based upon their population in the State."^ 



DrugAbuse 

History 

There are many studies that have examined drugabuse among 
ethnic groups. National studies from the 1970's reveal that 
Whites were at least as likely to use all drugs, except heroin 
and cocaine, as were Blacks and other minorities. While 
older Blacks were somewhat more likely to try heroin and 
cocaine than were other Whites, this racial difference was 
smaller among those born in the early 1950's. Native 
Americans were found to use opiates more often than Whites 
or Blacks.^^ 
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Cutrent trends 

The 1982 National Household Survey on Drug Abuse reveals that 
drug use within the household population is higher in urban than 
in non-urban areas. Giver iiiat minorities are more likely to live in 
urban areas than are Whites, one could infer that they are more like- 
ly to use drugs than Whites. Nevertheless, the national survey 
reveals that tlie prevalence of drug abuse is similar for Whites and 
minorities. Furthermore, minorities were more likelv than Whites 
to report marijuana as the only iilidt drug they use. 

In Michigan, however, minorities may abuse drugs more thari Whites. 
According to the Office of Substancxi Abuse Services, Blacks weread- 
mitted to substance abuse clinics for drugabuseat a rate of 1126.0 per 
lOO/XX) population, which is 623 percent greater than the White ad- 
mittance rateof 180.6. American InUiansand Hispanics were 65.8and 
302 percent more likely to be admitted for drug abuse than were 
Whites (American Indians: 299.6 Hispanics: 233.16 per 100,000 
population). Asians were the least likely tobe admitted for drugabuse 
at a rate of 475 per lOO/KX) population. 

The problem of drug abuse for minorities is further indicated by the 
fact that 66 percent of cocaine admissions,^ and 85 percent of 
statewide crack admissions to state-funded programs in Michigan 
are minority. Cocaine use is particularly common among minority 
males with 1 out of 82 residents age 15 to 54 admitted for this 
problem as compared to 1 out of 237 minority females in this age 
group.^^ In the Detroit area, 80 percent of cocaine admissions are 
Black and 88 percent of aack admissions are Black.^^ Furthennore, 
the number of Blacks admitted to treatment in southeast Michigan 
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for cocaine abuse has exceeded the number of Black admissions for 
alcohol abuse. 

Data fro ..i 1985 Michigan hospital discharges for drug-related 
illnesses also illustrate the problem of drug abuse among 
Blacks. The discharge rate fc ^.lack males was 317 per 100,000 
population in contrast tc ^.2 and 60.8 for White and non- 
Black minority males, respectively. The pattern was similar for 
women, with a rate of 153 per 100,000 population for Blacks 
compared to 43.5 and 49.8 for White and non-Black minority 
females, respectively. 

Drug abuse may not only be more prevalent among minorities but 
nuy also have greater health consequences for minorities than fnr 
Whites. For example, the Centers for Disease Control reports that 
nationally the incidence of AIDS among Blacks and Hispanics is 3 
and 2.6 times higher, respectively than among Whites. 'vVhen 
homosexual and bisexual men with AIDS are excluded, the in- 
cidence for Blacks and Kispanics is 12.0 and 9.3 times greater, 
respectively than that .for Whites. Researchers and healtli officials 
believe that tlds result is due to the greater likelihood of needle shar- 
ing among minority tKin non-minority intravenous drug users.^^ 

Michigan findings for drug abuse are simiUr. In 1988, 43S percent 
of the 518 AIDS cases were Black while only 13.9 percent of the 
Michigan population is Black. Additionally 48 percent of all Blacks 
witli AIDS reported intravejtou;^ drug use, while only 8 percent of 
While AIDS cases were in this group. Eighty-two percent of the 
AIDS victims who were intravenous drug users weie Black.^ 
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Causes of Substance Abuse 

Substances such as alcohol and drugs can alter perceptions 
and provide an escape from reality. Minority individuals, 
many of whom live in very unpleasant realities, may perceive 
abuse of these substances as one of the few alternatives to "im- 
prove" their circumstances. Unfortunately, once an individual 
becomes addicted his or her life deteriorates further including 
poorer health, decreased ability to perform daily tasks, and the 
continuing burden ot the cost of the drugs or alcohol. 
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In the 1985 report by the Committee on Trauma Research, William 
Foege, chair of the committee characterized injury as the "principal 
public health problem in America today/'^ Tb& problem of injury 
includes deaths due to homidde, suidde,and unintentional injuries 
and morbidity due to non-fatal assaults, suiddes, and unintention- 
al injuries. The problem of iniuiy has a disproportionate impact on 
the young, on minorities, ar \ on the poor. 

On a national basis, excess deatliS due to homiddes occur among 
Blacks, Hispanic males, and Nrlive Americans. Native Americans 
andolderOunesewomenhaveexcessdeathsdue to suidde. Deaths 
due to unintentional injuries are elevated in Native Americans. In 
Michigan, there are excess homidde deaths among Blacks and ex- 
cess unintentional injury deaths among Black males and Native 
Americans. The suidde mortality rate for the other than White 
population is not higher than that for Whites in Michigan. 



Intentional Injury 

Mortaliiy 

The homidde death rate for Blacks is about a 12 times higher than 
that for Whites. The vast n^ajority of the 796 Black homicide deaths 
in 1986 were excess deatlis, deaths that would not have occurred if 
the rate for the Black population was the same as that for the White 
population. 
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Of the nearly 800 Black homicide victims in 1986, over 500 
were under age 35. The problem is not confined to youth, 
howt ver. The number of BLck homicide deaths rises rapidly 
during the teensbut remains high through the age 40-44 group 
(Table 6-1). 

Because violence has a disproportionate impact on younger people, 
the Years of Potential Life Lost (YPLL) statistic dranratizes the im- 
pact of the problem of violence. In 1985, there were 19,041 years of 
lifelost prior toage65byMichiganBlack males becauseof homicide 
(Table 6-2). This figure represented 22 percent of the total years of 
life lost before age 65 by Black males as a result of all causes of death 
and was about equal to the combined total of the next two causes, 
unintentional injuries and heart disease. For Black females, 
honridde was the third leading cause with 4445 years of life lost 
before age 65, about 10 percent of the total for the group. The years 
of life lost rate was 16 times higher for Black males than for White 
males and the Black female rate was 7 times greater than the rate for 
White females aable 6-3). 

Historical Background 

It is helpful to recall that the problem of violence, and particularly 
violence against radal minorities, has a long history in the United 
States.Thewars waged to displaceNativeAmericansandMexicans 
from their lands; the violence of the slave trade, of slavery, and of 
the post-slavery Jim Crow era; and the violence that accompanied 
efforts to exclude Asians from the United States all had a significant 
impact on the lives of minorities in this country. Violence against 
minorities was instrumental in the institutionalization of racism. 

Econonuc, social, and legal discrimination have all been features of 
institutionalized radsm. Accompanying and reinfordng the&i in- 
stitutional mechanisms of radal oppression were racist ideas: the 
idea that radal minorities were inferior physically and morally and 
that the life of a Native American, an Indian, a Black person, or an 
Asian was not worth the same as that of a White person. Although 
the minority population and other supporters of equality have suc- 
ceeded in enacting many measu'^es to reduce or eliminate 
discrimination, institutionalized radsm has changed in form biit 
has not been eradicated. A wide chasm continues to exist between 
Whites ai id minori ties in property ownershi p, income, employment 
rates, educatioiial attainment, and representation in political, ad- 
ministrative, and managerial roles, liie impact of this continuing 
oppression on the health status of minorities has been vast. 

Politically motivated violence against radal minorities is not a 'ng 
of the past. There ha vebeen instances of this typ<2 of violence against 
Blacks, Arabs,and Asian Americans in . recent years. In 1 982, Vincent 
Chin, a CIhin(^ American, was beaten to death in Detroit by two 
White men who thought him Japanese and blamed him for layoffs 
in the automobile industry. In a number of states, there have been 
attacks on immigrants from Southeast Asia,^ 
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AGE-ADJUSTED HOMICIDE DEATH RATE 



BY RACE, MICHIGAN. 1964-19S5 




YEAR 

□ TOTAL MICHIGAN + SLACKS 



Recent Trends in Homicide 

Homicide rates in Michigan were relatively stable from 1934 
thorough 1964.Theraterosefrom3.7perl()0/)(X) population in 1964 
tc a century high mark of 13.6 in 1974 (Rgure 6-1). The Black rate 
followed a similar pattem, peaking at 76.9. During the next three 
years, the general homidde rate droppe-' by 24 percent and the 
Black rate dropped by 30 percent. These rates remained fairly stable 
through 1984. Substantial increases in the number a;:d rate of 
homiddes occurred in 1985 and again in 1986. The number of Black 
homidde death.s increased from 618 in 1984 to 709 in 1985 and then 
to 796 ir i ^86, the second highest number of Black homidde deaths 
in Michigan history. 

Ttfpes of Homicide 

Uniform Crime Reporting GJCR) system dafn compiled by the 
Michigan Department of State Police ^tegprizehomiddesby the na- 
ture of the relationship between the assailant and victim. Althougjh 
some discussions of homiddes emphasize family violence, UCR data 
for 1986 indicate that 10.6 percent of homiddes involves family mem- 
bers and an additional 1.6 percent involved intimates who were not 
members of the same family. Homiddes in Miich the circumstances 
were unknown were 42.6 percent of the total while 30 percent of the 
cases involved an argument in which the nahire of the rdationship 
between the victimand assailant wasnotsp)edfied. Known felony-re- 
lated homiddes were 155 percent of the tolal.^ The proportion of 
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homicides in which the drcumstances were unknown hasbeen rising 
and the proportion of felony-related homicides has Jso been rising. 
Rose has classified the unknown group as suspected felony-related 
cases. He and others have noted a general rise in non-conflict 
mo li vaied homiddes."^ The rise in rwn-conflict related homidde is as- 
sodatod with an increase in robberies and illegal drug activity. Rose 
notes that underiying th.^ trends is the economic decline of the 
nation's central dties. 

Geographic Distribution of Homicides 

Homiddes occur more often in dties than in suburban or rural areas 
and more often in laigedties than in small dties. On a national basis, 
homiddes are concentrated in the very largest dties in the country. 
Sixty percent cf Michigan honrudde deaths occurred in the dty of 
Detroit as did 76percent of Black horrdddedeaths. Although residents* 
of V^yr>e County were at mu hgreaterriskthanotherMichiganresi- 
dents, there were 363 homicide deaths vdsewhere in Michigan 
induding 152 Black deaths. 

The estimated homidde rate^ for V\feyne Q)unty in 1986 34^ per 
100,000. The counMes witli the next highest rate were Genesee, wWch 
had a rate of 17.1, and Saginaw, which had a rate of 15.7. No other 
county had a double digit homidde r?;:e. Like Detroit, the inner dties 
of FUnt and Saginaw are older industrial areas which have ex- 
perienced numerous plant dosings and severe ecorwmic dedina 

Alcohol Abuse and Drugs 

1 ne National Institute on Alcohol Abuse and Alcoholism has es- 
timated thataboutone-half of all homicides in theUnitedStatesare 
alcohol-related. The Secretary's Task Force Report o<i Black and 
Minority Health suggested that about 10 percent of homiddes 
r^ationwide and more than 20 percent of homiddes in large dties 
areassodated with theuseofillegal drugs.^ The la tterfigureis based 
on a I ivi York Gty Police Department anal)rsis. A comparable es- 
timate ibr Detroit is not available. 

The Psychological Dimension of the Problem 
The psychological dimensions of the problem of Black-on-BIack 
honudde have been explored by Poussaint and Q)mer, two Black 
scholars, among others. Poussaint argues that ''oppression has 
prvxluced psychological scarring in many Blacks" and that "institu- 
tional racism . . . fosters a chronic lack of Black self-respect, 
predisposing many poor Blacks to behave selWestructively and 
with uncontrollable rage.'' Long-standing discrimination in the 
criminal justice sy. tin\, moreover, conveys the message to the Black 
community that "Blade life is cheap " Poussaint argues; this, too, 
makes resort to deadly violence leos difficult.^ 

The Role of Guns 

During the period between 1969 and 1986, a majority of homiddes. 
White as well as Black, involved firearms or explosives. The propor- 
tion of Iiomidde deaths which were gun-related was somewhat 
higher Cor Blacks than for Whites. For both groups, the mid-Wye's 
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to early 19Sfy s decline in the number of honiicides was associated 
with a decline in the proportion of hon^ddes which were gun-: - 
la ted. For Blacks, this proportion dropped from a peak of 78 percent 
in 1971 to 65 percent in 1 ' ^d remained relatively stable over the 
next several years. The incrv^use in the number of Black hon^cides 
in the past two years, however, is associated with a rise in the 
proportion of gun-related deaths to 73 percent in 1986 (Figure 6-2). 

In a study of Detroit homicides during the period of rapidly rising 
rates (1962-1964), Franklin E. Zimring noted that police-reportc^J rob- 
beries increased from about 4^200 to just over 20,0(X) while robbery 
killings increased from 15 to 155. He concluded that an increased 
availability of gi^ns appeared to have made robbeiy relatively easier, 
increasing both the total number of robberies and thenuniDer of rob- 
bery related deaths.^ In the past decade, there has bec^n little change 
in the availability of guns and the number of robberies has remained 
highJn 1986, there were 16,241 police-reported robberiesin Detroit.^^ 



Morbidity 

Many, if not most homicides, are preceded by patterns of non-fatal 
violence. The problem of intentional injury includes a large number 
of instances of violence such as assaults, spouse abuse, child abuse. 
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Nunt)or of Hospital Docharg^s for Michigcn Patients with Any Monton of tntent'ond Couses of Injuiy and Posonng Accordng to Sex and Uozq. 1985. 
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and self-inflicted injury. In 1985 there were about 10/XX) Michigjan 
hospital discharges involving homiddes and injuries intentionally in- 
flicted on another person. Half of these dischaiges involved minority 
persons. The discharge rate for Black males was nearly eight times the 
WHteratewMethatforBlack females was fivetimes the Whitefemale 
rate.Theratesforotherraces(principally Native Americansana Asian 
andPadficIslanders) were alsode\^ted. The rateforother than White 
males was nearly three tinres the White male rate while that for other 
than White females was nearly 1.7 times higher than the White female 
rate. Although mortality data do not show a pattern of excess minority 
suidde deaths, the hospital dii ^ rates were highcir for minorities 
than for Whites for suidde anc -inflicted injury (Table 64). 

Domestic Violence 

Each year in the United States, an estimated 2.9 million households 
are the scene of severe husband-wi fe violence. Ai i estimated 6.5 mil- 
lion children are also the victims of severe violence inflicted by their 
parents. Exposure to severe and repeated violence in childhood ap- 
pears to be an important precursor of subsequent violent behavior 
both later in childhood and as an adult. In many households, there 
are multiple victims.^^ 

Although the issue of the relative frequency of family violence in 
different population sub-groups is not without controversy, the 
Secretary's Ta:>k Force Report on Bbck and h/dnority Health condudes 
that "the available data suggest that Black families may have the 
highest rates of child abuse and neglect, followed by Hispanic? and 
Whites." Husband-wife violence also appears to be significantly 
greater among Blacks than among Whitec.^^ 

The Role of the Family 

In a discussion of "Black Violence and Public Policy/' James P. 
Comer argues that the family must be the focal point of efforts 
to address crime, violence, and other social problems. Of 
central importance, according to Comer, is the child rearing 
function of the family: 

Wien parents are able to meet basic family needs, identify with 
institutwnal leaders, and experience a sense of belonging, they 
are likely to be adequate child rearers and to promote the social, 
psychological, and moral development of their children to a level 
thatenables them tocopeasyoungpeopleandadultsand reduces 
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the likelihood of crime and violence to a minimal and manage- 
able level in socieh/. 

Comer dtes the negative impact of slavery and posl<avil War 
economic discrimination on the ability of Black families to meet 
basic needs. Moreover, Blacks experienced exclusion \rom leader- 
ship positions in the institutions of politics, govemn^.ent, and 
education while leaders of these institutions "not op>' permitted 
violent and nonviolent intimidation and denial of Black nghts and 
opportunities, but often promoted it/' 

In the face of the changing economy during the past two 
decades, themos'araumatized families deteriorated. Children 
from these fanulies often fail in school (unnecessarily. Comer 
believes) and then fail in life. In reaction to failure, some be- 
come disruptive and violent, others develop self-destructive 
habits such as alcoholism and drug abuse. The movement of 
childi -jn down these negative paths is reinforced by the 
models of violent and other anti-social behavior they see in 
relatives and neighbors who themselves have experienced 
failure. 

The Economic Context 

The underlying problem facing minority communities is the 
lack of good jobs and the absence of any prospects for obtain- 
ing them. In our culture, a secure good-paying job has long 
been the basis for self-respect among men and has become the 
norm among women. Individuals unable to support themsel- 
ves lack the key ingredient necessary for personal self-esteem. 
Families unable to support themselves find it difficult or im- 
possible to maintain their unity and establish the supportive 
and nurturing environment in which children can grow into 
secure and independent adulthood. 



The underlying ^jroblem 
facing minority 
communities is the lack 
of good jobs. 



Unintentional Injuries 

Mortality 

' e age-adjusted death rate for unintentional injuries was at 10 
^ ercent higher for the other than White popuJfitiovi than for the 
White population in 1985. EHiring the Wffs and IQaCs, the other 
than Wh'^ male rate has been consistently higher than the White 
male rate while the other than White female rate has usually been 
above the comparable White rate. 

The pattern in unintentional injury deaths is quite different for 
Whites and minorities. Although motor vehicle accidents were the 
most common type of unintentional injury for both White and other 
than White populations, a higher proportion of White deaths were 
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TABLE 6-5 
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in this category. The other than White population had a larger 
proportion of de^tlis ir the categories of fires, drowning, and chok- 
ing. (Table 6-5). 

National data show Native Americans have excess deaths due to 
unintentional injuries. The Report of the U rector's TaskForce onlndian 
Health noted that the adjusted crude death rate for American In- 
dian deaths due to accidents during the years 1981-83 was 
5':bstantially higher than the comparable White rate. In Michigan 
the number of American Indian unintentional injury deaths during 
the 1984-86 period diupped to 28 from the figure of 55 in the pre- 
vious three year period. The rate did not appear to be elevated in 
the more recent period. 



Morbidity 

There were about 149,000 Michigan hospi tai discharges with a men- 
tion of unintentional injury in 1985 or 12 percent of all hospital 
discharges. About 22,000 of these discSiarges were for other than 
White persons. The overall rate v/as about the same for Whites 
(158.8 per 10,000) as for the other than White group (159.8 per 
10/XX)). However, the overall parity was accounted for entirely by 
the fact that Black females had a lower rate than White females. All 
other minority rates were higher than the White rates. 

Hospital discharges with any mention of a diagnosis of unintention- 
al injury were relatively more common for Black males than for 
White males but relatively less common for Black females than for 
White females. The rates for other minorities (principally Native 
Americans and Asian and Pacific Islanders) were higher for both 
males and females than the comparable Wliite rates. The rate for 
other minority males was 58 percent higher than the White rate; the 
rate for other minority females was nearly 20 percent higher than 
the White female rate. (Table 6-6). 
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The unintentional injuiy dischaige rate for other minority males 
was notably higher ^an the rate for White males in a number of 
categories; these included motor vehicle accidents, falls, machinery 
accidents, fires, and abnormal reactions to surgical or medical pro- 
cedures. Rates for other minority females were elevated for 
abnormal reactions to surgical or medical procedures, fires, 
pedestrian accidents, and machinery accidents. 

Although the overall unintentional injury rates for Blacks were 
similar to those for Whites, the ^ quency by type of injury differed. 
Black rates were higher fo^* fires, firearm accidep*^, p>edestrian acci- 
dents, and poisoning by drugs and by other substances. 

Hospital discharge data indicate the wide scope of the problem of 
injury. Some types of unintentiona l injury such as fires may be lar- 
gely due to problems in the physical environment A number of 
unintentional injury hospitalizatioas are associated with factors 
similar to those involved in intentional injuries: alcohol and drug 
use and use of firearms. 



A Generation in 
Danger — Hopelessness 
Among Minority Youth 

A whole generation of youth is in danger. The symptoms of the 
problem are violeiK:e,dnigandalcoholabuse,teenagepregnancyand 
dropping out of scl.^i. underlying the disproportionate morbidity 
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and mortality and sodal problems experienced by minority youth lies 
the predicament of despair. Minority youth in Michigan see little 
chance of obtaining a good job. The good- paying jobs in nunufactur- 
ing which once provided an avenue of opportunity for many in 
minority communities are disappearing as factories close. Businesses 
which provide professional and skilled technical jobs generally have 
located their operations far frommL^ority communities. \^th theday- 
to-day reality of decayed communities with pooi housing, the easy 
availability of drugs, the absence of jobs and the threat of violence, it 
is not surprising that many minority youth are despairing. Although 
many families are able to overcome these huge obstacles, nurtuit their 
children and guide them through these difficulties and enable them 
to survive with positive values and sdf-iespect, these underlying 
problems must be solved if the many hundreds of thousands of 
minority families, youth, and children borne down by these difficul- 
ties are to have a decent future. 
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LOW BIRTH WEIGHT 
AND IKTANT 
MORTALITY 



Thedeath of an infant is a tragic personal loss for the family and a so- 
cial loss [-0 the communify as a whole. Health professionals have 
looked at *he infant mortality rateasan indicator of the overall health 
status of a ^ opulation. The infant mortality rate for minorities in the 
UnitedStateshashistoricallybeenmuchhigher than thatforthe White 
population. There has been signift ^ progress in lowering overall 
infant mortality rales from the rate of 157.1 per 1000 in 1900 to 11.4 in 
1985 and 1986. Nevertheless, the rate for Michigan does not compare 
favorably with the United States rate and the US. rate does not com- 
pare favorably vrfth Ihose of other industrialized nations. 

The greatest relative ten year decline in Michigan's infant mortality 
rate was the 1970-1980 reduction of 37 percent. The rate for 
minorities has also been generally declining, but the rate of decrease 
has been smaller than that observed for Whites. The rate of decline 
for Black infants has been particularly slow. As a resplt, the radal 
p in infant mortality rates has been growing in Michigan. In 1970 
ine Black rate of 30.1 was 63 percait higher than the White rate of 
185 but in 1986 the Black rate of 23.0 was 156 percent higher lhan 
the White rate of 9.0. Figure 7-1 graphically illustrates this growing 
discrepancy in infan'. mortality rates. 

Because of problems with the misclassification of non-Black 
minorities to White on death records, data from a matched file of 
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FIGURE 7'\ 



Infant Mortality Rates by Race 
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live births and infant deaths provides the best evidence of the ex- 
perience of Native Americans and Asian and Pacific Islanders 
(Michigan vital records forms do not currently provi^Ie information 
on Hispanic status but should do so beginning in 1989). 

The 1984 infant mortality rate for Michigan Indians was 11 5 per 1000, 
26 percent above the White rate while the rate for other races (mostly 
Asian ai id Pacific Islanders) was 9.9, marginally higher than the White 
rate (Table 7-1). The rate for Bhck infants was 225, two and one half 
times laigpr than the White rate. It should be noted that the gap be- 
tween the rate for Whitesand Blacks mightbe greater if Hispanicsand 
Arabs, groups which may be at high risk, were considered separate- 
ly. National data for Hispanics indicate a favorable infant mortality 
rate but underrcgistntion of deaths may be involved. 

A preliminary report of a Wayne County Health Department study 
of the Dearborn Arab community indicated that the infant mortality 
rate was quite high in that community.^ For 242 Arab American 
women reporting a total of 701 live births since immigration to the 
United States, tliere was a cumulative total of 27 infant deaths. The 
estimated infant mortality rate was 385. 

Many factors have been dtcd as pla)^''^^ a role in contributing to the 
disturbinpjy high Black infant mortaliU' rata Radal discrimination, 
poverty, poor nutrition, births by teenagers a'*'^ by unmarried 
nxilhers, stress, smoking, substance abuse, inad - «^ prenatal care, 
lack of access to care, low birth weight a5>d prenv ' ^ uv have all been 
mentioned. The birth certificate provides data agp and years of 
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education of the mother and father, prenatal carc, birth weight, and 
gestation. It is helpful first to examine causesof death and ageatdeath. 



Age at Death and 
Causes of Death 

(>er two thuds of infantdealhsare r^nalal deaths,oc^^ 
the first 28 days of life. Among the more frcquent causes of death in 
this period are disorders relating to short gestation and low birth 
weight, congenital anonulies, respiratory distress syndrome and 
other respiratoiydisordere.ThenrK)stimpor*^ntca,usesofpost-neona- 
tal deaths are sudden infant death syndrome, congenilal anomalies, 
injuries, and respiratory conditions. The other than White mortality 
rate was about two and one half times the White ra te for i nftvnts dying 
under 28 days and twice as high for infants dying between 28 days 
and one year. The radal gap in infant mortaUty rates was^ small ^ov 
congenital anomalies but nearly five to one for disonjci-s related to 
short gQstation and low birth weight; and nx)re than two to one for 
respiratory conditions and sudden infant death syndrome (SIDS).^ 
Many of the deaths due to infections and acddents should be prevent- 
able. The overriding problems were lowbirth weight and premature 
delivery, wl\ich were Usted as the underlying cause in many cases and 
are often factors in deaths due to respiratory disorders. 



Low Birth Weight 

Lowbirth weight is a major factor in infant mortality in the United 
States. Most infant deaths occiJr during the first four weeks of life 
and are a consequence of inadequate fetal growth.^ Low birth 
we: jht, defined as births under 2500 grams (about 55 pounds), was 
a factor in 60 percent of White infant deaths and 76 perxrent of other 
tlian White infant deaths for Michigan infant> bom in 1984 (Table 
7-2). In 1986, the MicWgan low birth weight ratio (the number of 
lov/ weight live births per 1000 total live births) was 140.0 for BlcJk 
infants, more than two and one half times the White ratio of 543. 
The low birth weight ratios for American Indians and for Asian and 
Pacific Islanders were similar to that for Whites (Table 7-3). 
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RACE 



NUMBER 



RATIO 



Alftocos 

Wh8o 

Bk3ck 



9^7 
3/372 



69,3 
543 

i4ao 



The relative gap in the Black/ Wnite prevalence of the problem of low 
birth weight was even greater when the veiy low birth weight sub- 
group (those bom at 1500 grams or less) was examined. One percent 
of White infants in contrast to 3.1 percent of other than White infants 
werebom at very low birth weight in 1984. Over 40 percent of infants 
bom at this low wdght do not live to their first birthday; the great 
majority of these infant deaths occur within the first 28 days of life. 
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NufTber Of LK e Btftt ond Percent of Totd IVe Krtt* by Roce Bom tc Mott.ere Under Aqo 20. Mchlgon Residents. Selected Years 1 9701 98&. 



YEA« 



AU RACES* 
NUMBER PERCBJT 



1970 
1975 
1980 
1981 
1982 
1983 
1984 
1985 
1986 



30^ 
24,972 
20331 
18j697 
17^ 
16.917 
16783 
16^631 
16^71 



17.«& 
l&d/% 
1A0% 

ia3% 

1289» 
127% 
124% 

120;^ 

123% 



WHTC 



NUMBER PERCENT 



21/>68 
17^1 
14.190 
13J066 
12236 
11/184 
11J075 
11J053 
10;843 



15.1% 
15.8% 
11.9% 
11.3% 

ia7% 
ia5% 
iao% 

98% 
98% 



• Otr>er arid unknown loce hcludod h told column ont/. 



BLACK 
IBER PERCBJT 



'88 31.5% 

^ 321% 

5.965 24.7% 

Sm 24.0% 

5.244 23.5% 

5241 23.9% 

5>J86 23.8% 

5,383 23.8% 

5^10 24.1% 



AMERICAN INDIAN 
NUMBER PERCENT 



ASIA»/PAaRC 
NUMBER PERCBiT 



78 


26.1% 


10 


23% 


100 


34.0% 


16 


ai% 


113 


23.5% 


45 


a7% 


127 


24.1% 


50 


A0% 


117 


24.0% 


53 


A3% 


111 


227% 


57 


A9% 


155 


19.9% 


59 


4.0% 


130 


17.4% 


49 


a3% 


147 


19.5% 


55 


a5% 



Nearly two thirds of all other ihan White infant dc^aths of infants 
bom in 1984 were bom at very low weight. If the moportion of other 
than White births under 1501 granis were reduced to that for White 
infants, about 80 percent of the excesb in Black inrant deaths would 
be eliminated. 



Teenage Pregnancy 

More than one million teenagers in the United States become preg- 
nant each year and approximately half of them give birth. Most 
teenage pregnancies are unintended and the teenager is seldom 
prepared for the responsibility of p -^nting. Birth rates for United 
States teenagers are several times higher than for their counterparts 
in Europe and Canada. United States teens are much less likely to 
make regUiar and effective use of contraceptives. 

Teenage pregnancy is more common among Blacksand Native 
Americans than among Whites in Michigan. Although data 
from Michigan birth records are not yet available on Arab 
Americans, recent surveys indicate that Arab American 
females marry and begin child bearing at an early age. About 
sixty percent of the births reported by Arab American women 
respondents in the Dearborn survey cited above occurred 
when the respondents were teenagers. 

The percentage of live births in which the mother was a teenager 
declined for Blacks, Native Americans, and Wliites between 1975 
and 1980 in Michigan, but in the 1980s this figure has continued to 
decline only for Whites and Native Americcins. Twenty-four percent 
of all Michigan Black infants had teenagq mothers in 1986 compared 
to 9.8 percent of White infants and 195 percent of Native American 
infants (Table 7-4). 

There are several problems related to teenage pregnancy. Teenage 
mothers are often forced to leave school and lack the ability to 
provide financial support their children. Most often they are 
forced to depend on their own families or publicassistance. An early 
pregnancy also has psychological effects on the teenager. Depres- 
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sion and withdrawal are two common symptoms. As a result iie 
teenage mother is often not psychologically avaUable to the infant 

The poor teenager is more Ilk'^' v to become a teen parent than a teen 
who is not poor. The teena^ .ho is most yiilnjrable to early paren- 
thood is the one who^salready poor, already behind in school, and is 
frustrated at his or her seemingly limited prospects for the fiiture.^^ 
As would be expected, the number of years of education completed 
fay temage mothers is significandy less than that for older motheis. In 
1985, 87 pp-rent of Michigan moth^JS age 20 or older had completed 
high schoo mpared with c.-Xy U percent of mothers who were 
under 20 yec^s old. ^ Childbe^uing tends to decrease the likelihood 
that the teen mother will complete her high school educatioa 

There has been increasing attention in recent yeare to the role of 
young fathers in teenagepregnandes. Data on theimpactof teenage 
pregnancy on adolescent fathers is linuted but adolescent pregnan- 
cy programs have begun direct some attention to males. There 
have been progranfimatic initiatives directed at males emphasizing 
prevention of pregnancy, vocational education, and counseling.^^ 

Teenage mothers were more likely than older mothers to have 
fewer than five prenatal visits and to have inadequate prena- 
tal care. Black, Native American, and Asian/Pacific teenagers 
were especially likely to have fewer ^han five visits or inade- 
quate care (Table 7-5 and 7-6). 

The lowiirth weigiit ratio has been higher for Black teens than for 
White teens in Michigan. Older mothers of Black infants also have 
hadahighlowbirthweightratio,however,andin the lasttwo years, 
the low birth weight raKo has been somewhat higher for mothers 
older than 20 than for those younger than 20. The infant mortality 
rate, on the other ha:.d, was elevated for teenage mothers of other 
aian White infants bom in 1984. The rBte was 24.0 for teenage 
mothers compared with 21.4 for older mothers. Those giving birth 
before age 15 were at especially high risk; the infant mortality rate 
associated with those other than White births was 395. 



Number of IKe BHhj and Percem of Totd Uve Kitfc b/ Age 
ond Roce fof Women with Fewer ttxjn Vtf^ Prencrfd VbSj 
Michigan Reidentj. 1 986. 



RACE 



TOTAL* 
NUMBER % 



UNDER 
ACE 20 
NUMBER % 



20 AND 
_ OlDER 
NUM8ER % 



AIROCOJ 3L23E, 7.7% 

W^e Z598 23% 651 60% 

EkDck U38 7.2% 613 106% 
American 

Incfan 52 d9% 17 11.6% 

Asfan/Pocrc 54 a4% s 149% 



3.156 Z6% 
1.945 1.9% 
1.125 6l2% 

35 58^^ 

46 ao% 



Number of LK« B*m$ and Percent of Totd lA/e Brths by Ago 
and Roce for W!>men wiJh Inadequate Ptencf d Care* 
^fch^gan Residents. 1986 



TOTAl" 
NUMSER % 



UNDER 
AGE 20 
NUMBER % 



AGE 20 
ANDOIDER 
NUMSER 1» 



AIRoce* 8.138 &9% 

WWe 5^il 5.1% 

BkxJc Z305 9.6% 
American 

Indfcn 79 ias% 

AyofVPocrc 99 6t3% 



2.109 125% 
1217 im 
650 146% 

24 16.3% 
13 236% 



6J025 5 0% 

1/155 &0% 

56 9.1% 
86 5l7% 



•lnade<^e prenctfol care dofned by Kessnei'i Indox 



Marital Status 



Thereisno lfem on marital status on thebirth certificatein Michigan. 
Legislation in 1978 removed the term "illegitimate" from the birth 
record. Societal attitudes have indeed changed so that children 
whose parents are not married are no longer stigmatized as they 
once were. Single parent fanulies however, are much more likely to 
be poor and children in these families are at higher risk for a variety 
of poor health outcomes. 

^^ich!gan birth records provide data on both the father and mother. 
A majority of infants bom to teenagers of all races had only one 
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Narf4>erofUv3»BrthscndPor >rttofTotdl*rt)KrthstyAoo 
ano .'^oce for Wanh with Or*/ Or» Nomod Parent on tt» B»tn 
RocordM1cKgonPesic5enh. 1986. 







UNDB{ 


AGE 20 




TOTAL* 


AGE 20 


AND OLDER 


RACE 


NUMBER % 


NUMBER % 


NUMBER % 


Alftocos 


26^15 19.3* 


9W 58^ 


16.649 ia8% 


V^hifo 


1Z421 11.2% 


4;B39 446% 


7^78 7-6% 




13.84? 57.5% 


4.924 84.8% 


8.923 4a8% 


Amencon 






92 152% 


kxion 


157 2a8% 


65 442% 


AsJon/Pocrc 54 atfx. 


21 382% 


33 21% 



Good prenatal care can 
make ihB difference in 
file outcome of a 
pregnancy, particularly if 
the mother is a high risk 
patient 



parent nan«Ki on the birth record. Overall, 11 percent of White in- 
fants, 58 percent of Black infants, 21 percent of Native American 
infants, and 3 percent of Asian and Pacific Islander infants had only 
one parent named on the birth certificate (Table 7-7). The high 
proportion of BlLZk. infants with a single named parent reflects tlie 
relatively high prevalence of this phenomenon at all ages. 



Prenatal Can 



Good prenatal care can make the difference in the outcome of a ^ g- 
nancy, particularly if the mother is a high risk patient. 'Care should 
begin during the first trimester and there should be regular visi ts— 
monthly during the first and second trimester, biweekly during the 
seventh and eighth ninths, and weekly during the ninth month. 
Thequalit>'ofcareisofgreatimportance,tobesure,butthisismuch 
more difficult to measure than is the number of prenatal visits or the 
month in which care began. 

Although considerable progress had been acliieved in reducing the 
number of mothers in the highest risk group, those who receive no 
prenatal careatall, there wasa considerable jump in thisgrt)'jpinl986. 
Overall, the number of mothers with no prenatal care nose from 865 
in 1985 to 1,195 in 1986. There was a 26 percent increase for nvDthers 
of White infants and a 46 percent rise for mothers of other than White 
infants. Mothers of Black nifants were more than four times as likely 
to have no prenatal care as were mothers of White in^ts. 

Mother of American Indian infants had the lowest average num- 
ber of prenatal visits (10.2) compared with 11.2 for Blacks and 11.7 
(or Whites. Mothers of Black and American Indian infants were 
more likely to have between one and four prenatal visits and be- 
tween five and nine prenatal visits than was the case for mothers of 
Wiiiteinfants.Conversely,mothersof vVhiteinfantsweremorelike- 
ly to be have ten or more parenta'i visits. 

Mother with fewer than ten prenatal visits were moic likely to have 
poor outcomes, and this differential outcome was especially 
marked for those w^th fewer Jhan fi sits. The infant mortality 
rate for other than White infants bom lu 1984 was 1522 for those 
whose mothers had no prenatal care, twenty six times the rate of 5.8 
observed for infants of other than White mothers with fifteen to 
ninetev.*^ prenatal visits. The rate .associated with mothers who had 
1-4 prenatal visits was eighteen times the low rate, while the rate as- 
sociated with mothers who had 5-9 visits was nearly five times the 
low rate. Rates for Wl^ite infanti? showed a similar variation with 
th^ number of prenatal visiu. Assuming the same infant mortality 
rates for each prenatal visit category observed iu 1984, if mothers of 
other than V>^iteinfants had hadasimilarnumberof prenatal visits 
as mother of White . fants, then the racial gap in infant mortality 
rates would have been reduced by one half. 
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Ressner's Index 

It isreasoiiable to conclude that the relationship between lower infant 
mortality rates and higher numbers of prenatal visits is due at least in 
part to the results of good prenatal care. This relationship, however, 
also partly reflects the feet that women with premature terminations 
of their pregnancies have higher fetal and newborn death rates, and 
given the shorter period of pregnancy, they alsc> tend to have fewer 
prenatal visits. Dr. D. W. Kessner devised an index to take account of 
length of gQStation, number of visits, and nionth prenatal care begaa 

Adequateprenatalcareisdefinedascarewhichbeganduringthefii^t 
trimester and which included an average of at least one or two addi- 
tional prenatal visits per month of gestatioa Intermediate care is 
defined as care which began during the second trimester of the preg- 
nancy with corresponingly fewer visits or which began during the 
first trimester but with a few less visits than would beappropriate for 
thelengthofgestation.Inadequatecareisdefiiied as care which began 
duringthethindtriir /ornocarewasreceivedorcarebeganduring 
the first or second trimester but fewer than five visits occurred.^^ 

Blacks, Native Americans, a-^ Asian and Pacific Islander? were all 
lesslikely than Whites to haveadequatecareasdefined by Kessner's 
Index. Only 54.6 percent of American hidians had adequate care in 
1986 compared with 62 percent for Blacks, 715 percent for Asian 
and Pacific Islanders, and 75 percent for Whites. The proportion 
withinadequatecarewasl05percentforAmer:canlndians,9.6per- 
cent for Blacks, 63 percent for Asian and Pacific Islandere, and 5,1 
percent for Whites. Data for infants bom in 1984 showed Ihat 
rr iiers with inadequate care had the hij^hest infant mortality rate 
wWi'e mothers with adequate caie hbd the lowest rate. These dif- 
ferences were less marked thfin was t'ne case when just the number 
of prenatal visits was considered. 



// mothers of of her than 
White infants had had a 
similar number cf 
prenafai visits as m^ Ihers 
of White infants, then the 
raciai gap h infant 
mortality rates would 
have been l educedby 
one half. 



Postneonatal MoHality 
and Postnatal Care 

Nearly one third of infant deaths occur in the postneonatal period, 
that is after 28 days of life. The postneonatal mortality rate for other 
than White infants bom in 1984 in Michigan was double that for 
White infants (5,8 per 1000 compared with 2,9 per 1000), As men- 
Honed above, the major causes of these deaths are sudden infant 
death syndrome, congenital anomalies, injuries, and respiratoiy 
conditions, SIDS alone v*^asresponsible for 45 percent of postn^na- 
tal infant deaUis in Michigan in 1986. Risk factors for SIDS include 
prematurity, a sibling who died of SIDS, a twin, a history of recent 
mild upper respiratory tract infection, inadequate prenatal careand 
ir.ce other than White. Nationally, the highest ra.^s of SIDS deaths 
have been observed among Natf've Americans and Blacks.^^ 
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Postnatal care is vi}al for 
botfi ttie infant and tt)e 
mother. Comprehensive 
follow-up care, including 
home visits for high-risk 
infants, is needed. 



Although low birth weight infants are at relatively greater risk 
during the postneonatal period than are infants bom at normal 
weight, the latter constituted 71 percent of infant deaths during this 
period. The Report of the Secretary's Task Force on Black and Minority 
Health dtes health behavior in the family, socioeconomic conditions, 
and access to care as leading factors xc\ p^;stneonatal mortality. 

Postnatal care is vital for both the infant and the mother. Com- 
prehensive follow-up care, including: home visits for high-risk 
infants,isneeded.^^Inadditiontophysicalcareoftheinfant,postna- 
tal programs also teach iiifant caxe and seek to develop parenting, 
life management, and coping skills.^^ 



Smoking and 
Substance Abuse 



Smoking, abuse of alcohol, and abuse of illegal drugs may all 
lead to adverse pregnancy outcomes. Infants of women who 
smoke during pregnancy weigh on the average 200 grams less 
at birth than infants of non-smoking mothers and are twice as 
likely to be bom at low birth weight. Exposure to alcohol in 
utero can lead to fetal alcohol syndrome (FAS), a well-defined 
illness which characterized by growth retardation, abnor- 
mal :ial and cranial features, 'and central nervous system 
abnormalities.^^ Esnmates of » 3 number of pregnant women 
who drink range from 0.5 perc<iiit^^ to 16 percent. 

There is contradictory evidence on whether smoking and substance 
abuse are more connmon among Blacks than Whites during pregnan- 
cy.^^ There is some evidence indicating a high prevalence rate of fetel 
alcohol syndron>e in someNative American tribes in the Southwest. 
In Chapter Five, the critical importance of the problem of alcoholism 
amonf Native Americans was noted and, in particular, the fact that 
the rate of chronic liver disease and drriiosis was more than twice as 
high anwi ig Native American women as anriong white women. 



Geographic Distribution 

The high Black infant mortality rates in Michigan are not confined 
to any one ^ographic area. The rate for Wayne County in 1986 was 
23.4, justabovetheslaterateof23.0.Othercou'^ti.<^s with 200ormore 
Black births that had rates above the state i'3te included Genesee 
(27.5), Kalamazoo (29.4), Macomb (31.7), and Washtenaw (31.1). A 
few counties with substantial numbers of Black births, on the other 
hand, had rates well below the state rate for Blacks, including Ber- 
rien (17.2), C^ihoun (18.2), and Muskegon (17.7). In only one county 
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with 200 or more Black births did the rate for Blacks approximate 
thestateivide rate for Whites (Ingham with a rate of 8.1). 



Michigan in Comparison 
with Other States 

The FDod Research and Action Center recenliy released a study conv 
paring inJant mortality and low birth weigjit rates across the natioa 
Michigan had the higjiest 1984 non-White infant mortaUty rate and 
tied with Pennsylvania for the highest non-White low birth weight 
ratio. Tl\e ratio between the non-White and White low birth weight 
ratios was higher in Michigan and the rotio between non-White and 
V^Wte infant nx)rtality rates was the thirJ highest in the natioa 
AnK)ng thenation's55 laigest dt es, Detroit had the fifth hi^est non- 
White infant mortality rate and the highest non-White low birth 

weightratio.Censusdataforl9S0showedDetroitrankingsixlhinthe 
percenta^ of the population at or bdow the poverty level (21 .9 per- 
cent) while Michigan ranked 33rd in this reganJ (10.4 percent).^ 



The high infant mortality 
rate for Blacks in 
Mc/i/gan is associated 
with the severe 
economic circumstances 
facing the Black 
community. 



Conclusion 

The high infant mortality rate for Blacks in Michigan is associated 
writh the severe economic circumstances facing the Black com- 
munity. Rates for other minorities also appear to be somewhat 
elevated. VWthout adequate ecoromic seoirity healthy pregnancies 
and successful parentingaredifficulttoachieve. High qualityprena- 
tal care and obstetrical services can make the critical difference but 
they ha ve their maximum effectiveness when mothere and families 
can look forward to raising children with a sense of self confidence 
and optimism about the fuhire. 
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Nutrition 

Poor nutritional practices are an important health risk factor. Ill- 
nesses that are influenced by diet include: diabetes, cancer, 
(particulariy prostate, breast, colon, rectal, and esophageal), heart 
clisease, and hypertension. Although definitive studies quantifying 
tl le impact of diet on diss^^se have yet to be completed, some re- 
st^vchers have estimated that proper diet could reduce the risk of 
non-uisulin-dependent diabetes by 50 percent,^ cancer by 35 per- 
cent, and heart disease by 21 percent? Since incidence of these 
diseases are particularly high among minorities, it is important to 
examine the influence of nutrition on minority health status. 

General Guidelines 

Human nutritional requirements are extremely complex. Therefore, 
while much resoaich has been done on the rela tion between health 
andnutritioivmanyofthedietaiyrecon-imendationsthathavebeen 
madeare tentativeand subject to further examination. Consequent- 
ly, dietary policies must be conservative so as to avoid making 
recommendations that would lead to nutritional risks. 

One dietary guideline for which there is a general consensus 
is that most individuals should have a varied md moderate 
diet. It is important that one eats many kinds of foods, and 
does not over or u^der-emphasize any one kind. Following 
this advice makes it iikely that one will receive sufficient quan- 
tities of most required nutrients.^ 
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The food choices offered 
in diet plans should be 
s^^cceptable to the 
minority member as well 
as affordable. 



Diet and Disea ie 

Excess Weight afid Diet 

Excess weight results \^'hen a person consumes more food energy 
than he or she expends. Overweight is defined as being more than 
10 percent over ideal weight and obesity is defined as being over- 
weight by 20 percent or more.^ As discussed below, excess weight 
and obesity relate to many diseases such as diabetes, cancer, hyper- 
tension, heart disease, and stroke. 

Individuals who are overweight or obese should lose weight 
gradually by consuming approxiniately 500-1000 calories less per 
day than their body uses. Tlus goal can be achieved through either 
decreased food intake, increased physical activity or both. This 
process will result in a weight loss of one to two pounds per week. 
It is also important that the diet be well-balanced. In this way, the 
individual will receive proper nutrition and also learn good eating 
habits that can be continued after weight loss has been achieved. 

Diabetes a?tdDiei 

Asdiscussed in QiapterThree, diabetes is a very importanfnroblem 
among minority groups. Non-insulin-dependent diabetes mellitus 
(NIDDM) is more prevalent among Blacks and Hisparics,'^ Native 
Americans^ and Asians^ than among Whites. Obesity, which is 
. ore common among minorities than among non-minorities, is a 
major cause of NIDDM. 

Sound nutritional practices are extremely important in controlling 
both non-insulin-dependent and insulin-dependent (IDDM) 
diabetes. The major dietary goal for both forms of diabetes is to im- 
prove blood glucose and lipid levels.^^ As with any nutritional 
intervention, it is also important that the meal plan be adequate for 
the diabetic' s stage in life and any coexisting medical conditions.^^ 
For individuals who develop obesity-associated NIDDM, calorie 
restriction and weight loss are also principal therapeutic goals 
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In presenting dietary materials, it is important that health profes- 
sionals be sensitive to the health, cultural, economic and sodal 
circumstances of minority persons with diabetes. Tlie food choices 
offered in diet plans should be acceptable to the minority member 
as well as affordable.^^ It is also important .hat educators present 
dietary materials thc.t are appropriate for the educational and 
literacy levels of the pat^ent.^ 

Cattcerand et 

TheNational Cancer Institute, the American Cancer Society and the 
National Academy of Sciences have recommended the follov/ing 
dietary guidelines for the prevention of cancer: 

1. Achieve recommended weight. Several studies have indicated 
that overweight, particularly obesity, relates to several types of 
cancer. Sites found to be particularly affected are the en- 
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domelrium, gallbladder, cervix, kidney, stomach, colon, breast, 
and prostate. It is important to note that being overv/eight is 
an important problem for many Blacks'^ and may in part be a 
factor in the high cancer rates among this group. 

2. Reduce total fat intake. A high consumption of fet as found in 
foods like fried foods, sata-uted fats and fatty meats, has been 
shown to relate to cancer of the breast, colon"^^ and prostate. It 
has been recommended that all Anvericans reduce fat con- 
sumption from 40 percent to 30 percent of their total caicric 
intake. This reconunerdation may be particulariy important 
for many Blacks who, as studies reveal, prefer frying over other 
methods of food preparation.'^ 

3. Increase fiber consumption. There is some indication that low 
consumption of fiber (in particular pentose polymers) as found 
in foods like whole grain cereals and bread and in many fruits 
and vegetables, can lead to cancer of the colon'^ and of the 
colorectal area . 

4. Increase consumption of foods rich in vitamins A and C. 
Vitamin A from dark green and deep yellow fruits and 
vegetables may reduce a person's risk of larynx, esophageal 
and lung cancer. Foods with vitamin C may reduce the risk of 
cancer of the stomach and esophagus. 

Data from the Hispanic Health and Nutrition Examination Sur- 
vey (HH ANES) reveal that Hispanics have low serum vitamin 
A levels. Interestingly, Hispanics do suffer from a higher in- 
cidence of stomach cancer than does the majority population, 
as v/as noted in Chapter Four. This dietary guideline is, there- 
fore, particularly important for Hisjr^nics. 

5. Increase consumption of cmciferous vegetables. Cruciferous 
vegetables such as broccoli, cauliflower, brussels sprouts and 
kohlrabi may reduce the riskof f ^strointestinal and respiratory 
tract cancers and even prevent cKjmically-induced cancers. 

6. Reduce use of salt-cured, smoked and nitrite-cured foods. 
SmokL-d foods such as hams, sausage and fish contain can- 
cer-causing tars that are similar to those found in cigarette 
i,moke. There is some evidence that salt-cured and pickled 
foods are associated with stomach and esophageal cancer. 
Consumption of salt-cured and pickled foods is par- 
tirnlarly common among Hispanic and some Asian 
ffx ^.ps and nay relate to the high incidence of stomach 
ce:ncer that these individuals experience.^^ 

Cerebrovascular and Cardiovascular Disease and Diet 
Research indicates that the increased lipid lev<^Is in the blood found 
in atherosclerotic diseases may be brought on by the consumption 
of dietary fats in susceptible individuals/^ The three basic formo of 
dietary fa tsare cholesterol and saturated and unsatuiated fats. Tlie 
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consumption of cholesterol and saturated fat tends to increa'^e the 
level of blood lipids, while the consumption of polyunsaturated fats 
tendstodecieai^eit 

Saturated fats are found in rmst animal protein, particularly beef, 
pork, and eggs, as well as in some vegetable fats like coconut and 
f oO. Polyunsaturated fats are found in vegetable fats like com, 
cottonseed and soy oils. All saturated fats are solid at room tempera- 
ture while polyunsaturated fats are liquid. Cholesterol is contained 
in animal products only. 



The National Institute of Health Consensus Q)nference recom- 
mended that cholesterol consumptionbeno more'* :inl{X)milligrams 
per 1/XX) calories.'^'^ Among adults, total fat int? .e should be 30 per- 
cent or less of caloric intake and no more than one-third of this fat 
should be saturated fat. Examples of foods that are higih in saturated 
fat are eggs, ice cream, whole milk, cheese, butter, red meat, poultry 
skins, and palm and coconut oil. Many baked goods and candies con- 
tain palm oil, coconut oil, and oils that are partially hydrogenated (a 
process that mak£S a fat more saturated). It is important that con- 
sumers be aware of the fat content of food so {hey can con trol thdr fat 
consumption. People can decrease fat intakeby consuming foods that 
have reduced levds of cholesterol and saturated fat such as low-fat 
daily products, skinned poultry, and lean cuts of red meat. People 
should also shift the type of fats they consume from saturated fats 
toward polyunsaturated fats (e.g., safflower, soy, com and sunflower 
seed oils as well as fish that contain polyunsaturated oils). 

Hypertension and Diet 

Hypertension, a condition especially prevalent in the Black popula- 
tion, is another major risk factor for cerebrovascular and 
cardiovascular disease that can be controlled in part by diet. While 
nnany hypertensives are at or below desirable weight, overwdght 
individuals are twice as likely to be hypertensive as are lean in- 
dividuals.^ For overweight hypertensives, weight loss is often an 
important part of controlling high blood pressure. 



In many individuals, blood pressure has been found to be in- 
fluencedby theanfK)untof m leralsin thediet.Forexample,sodium 
increases blood pressure in some individuals. It is recommended 
that sodium intake be no greater than 1,100-3,300 milligrams per 
day. Foods that are typically high in sodium 're table salt, sally 
snacks (e.g., potato chips, pretzels), soy sauce, frozen dinners, 
canned soups, dill pickles, and hara 

Research has also shown that in salt-sensitive individuals, an in- 
creased intake of caldum may reduce blood pressure. Caldum intake 
should be increased to the.m)mmended levd of 800 milligrams.This 
is the amount of caldum present in three 8 oz. glassef of milk. 

Another mineral that may influence blood pressure in some 
individuals is potassium, which has been shown in some 
studies to decrease blood pressure. While the effectiveness of 
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potassium has not been conclusively proven, somebliv^d pres- 
sure medications do increase one's need for potassium. 
Therefore, low sodium/high potassium diets are typically 
prescribed for hypertensives. Interestingly, national data 
reveal that Blacks have a higher ^dium to potassium ratic 
than do Whites which may explain in part the higher 
prevalence of hypertension among Blacks.^^ 



The Prohlern Of Hunger 

Access to food for the poor has emeiged as an issue in Michigan as 
well as the rest of the nation. It has been ai^ed that programs 
created in the United States in the 1960s and 1970s had "virtually 
eliminated" the problem of hunger, but reductions in federal fund- 
ing for state food programs in the 1980s have regenerated tlie 
problem in sUghtlydifferentfomL^Today the isolated elderly, poor 
children at school and pregnant women are the most affected by 
these federal cutbacks. Many of those who lack access to adequate 
food resources are minorities, but too little data are available to 
present a complete picture on who in Michigan suffers the moot 
from hunger in the 1 980s. What is dear is that the next-to-the-veiy- 
poorest as well as the poorest sectors are those who most suffer 
becauseof a lack of sufficient food.Followinga 1984 statewide Fact- 
finding Tour, the MDPH Nutrition and Advisory Commission 
concluded that "the need for food assistance has become a chronic 
problem, not an intermittent <nnergency, which stopgap measures 
in the private sector cannot handie.*'^^ 

A hungry person is defined as soMeone who regularly is short of 
the nutrientsnecessaiyforgrowthand good health.^Experts agree 
that sufficient food is available globall^^ nationally^ and even lo- 
cally^ to meet the caloric needs of the population, Accoiding to 
thesis experts, the problem of hunger is not one of an educational 
deficit or an unwillingness to consume an adequate diet. They see 
the proWem as one of people lacking sufficient resources to secure 
enough food to meet their nutritional needs. 



Federal Programs 

The Food Stamp Program issues coupons which can be used to pur- 
chase groceries, seeds?nd plants, ormealsin spedficdrcumsiances. 
Those who are at or below 130% of the poverty level, with assets 
valued at less than $1500 are eligiblt^; hence, those who are next-to- 
the-poorest often do not qualify for food stamps. Over the last three 
years, the number of households receiving food stamps declined 
from 441,385 to 364,873 for the first ten months of fiscal year 1937. 
Just over 50 percevit of the households receiving food stamps were 
minority households. Eighty five to ninety percent of these minority 
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households were Black; from 3 lo 7 percent were Hispanic, and the 
rest were American Indian and other minorities.^ 

The Senior Meals Program serves a limited number of meals at 
designated sites, or at home through the Meals on Wheels Progniin. 
Persons 60 years of age are eligible, as are their spouses; preference 
is given to people with low incomes. If clients are emotionally or 
physically unabla to prepare their food, they are eligible for home 
delivery, regardless of income level. Fourteen percent of the con- 
gregate meals and 14 percent of the home-delivered meals statewide 
were provided to minority individuals in 1987.^ 

For the poor, elderly and those who live in ural areas, travel to con- 
gregate feeding sites can be difficult or impossible. Hence, 
home-delivered meals may h, necessary for many people. Never- 
theless, less funding is available for home-delivered meals than for 
congregate feeding. 

The Women, Infants, Oiildren Program (WIC) issues coupons to ob- 
tain formula and food pixxiucts such as cereal, juice, milk, and cheese. 
Wonr^en whoarepregnant,breasifeedingorlessthansbcmonthspo->t- 
partum are eligible, as are children from birth to five years of age, if 
they are "at risk" for some kind of health or nutritional problc 
at or below 185% of the povrjriy level. Since pregnant women 
tixr\QS qu fy, but not their young children over five years of age, 
women v. *h the barest n»sources may use the food to feed their 
children but not tl\emselves, thus potentially depriving not only 
themselves butalsothdrunboni fetus. Despiteitsliniitations, the WIC 
Program has had a positive impact on the nutrition of the ny)then> 
and infants it serves. Approximately 123,000 clients are enrolled cur- 
rently in Michigan's WIC program. 

The Lunchand Breakfast Program pro\ndesa balanced meal for low 
income children at school, either free ov at 40% of cost. Children in 
public schools are eligible, if their paants' income is at or below 
130% of the poverty level; ineligible students a\3 those in private 
school*; where tuition exceeds $1500 per year. Whereas lunches are 
served at 3475 schools, breakfast is available at only 344 schools. Of 
the 672,000 students ser/ed Punches and the 35,000 children served 
breakfast, 38.9% receive free meals and 52% receive reduced-rate 
meals. The rest purchase meals at full price.^ Vriov to the 1981 
budget cuts, 840,000 students were fed daily?^ Unfortunately, there 
has been little effort to tabulate data on the minority status of the 
students receiving the various lypes of lunches."^ 

Administered by the Food and Nutrition Service (through the 
U.S. Department of Agriculture), the Summer Food Service 
Program provides a balanced meal during summer months at 
designated sites or summer camps. Children under 15 years of 
age are eligible. Sites are eligible if at least 50% of th? children 
who are present are eligible for free or reduced-price school 
meals. Data on the number of mmority children receiving 
meals through this program are unavailable.^^ 
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The Child Care Food Program (Michigan Department of So- 
cial Service) provid(»s balanced meals to children in day care 
homes and day care centers. Children under 13 years of age in 
DSS-Iicensed day care homes are eligible, as are children in day 
care centers where at least 25% are from low income families. 
Data on the percen<:age of minority children receiving meals 
through this program are unavailable. 

Focus: HOPE runs special programs combining federal, state, and 
local funding to provide food supplements to the poor m the Tri- 
County area of metropolitan Detroit and, since the early 1980s, to the 
elderly (through the R)od for Seniors Prc>gram). Seeking to develop 
self-suffidency along with its distribution of food, the program 
provides vocational training in machine skills and small business 
imnagement to a number of its food recipients. Many of these per- 
sons are minority, and the majority are younger adults. Increases in 
food pick-ups (not coupons) from Focus: HOPE are associated with 
improved nutrition; children who were considered at risk because of 
low body wdght incased their overall body wdght after participa- 
tion in the program^ ForthosepariidpatingintheFoodforSeniors 
program, 84.4% were female. Of the total, 61.1% were Black, 334% 
were White, 14% were Hispanic and the rest (3.1 %) were ftx)m other 
radal orethnicgroups. More than one-half had less than a hi^ school 
education^ and many reported they were restricted in their ability to 
perform more than simple tasks around tl le home."^ 



The Growth in Emeigency 
Feeding Programs 

One indicati on of the growth of the problem of hunger in the 1980s is 
the expansion of non-federal programs which provide supplemental 
food onadaily basis, iisually as an emergency measure. Thesponsore 
of these programs in the state of Michigan indude organizations such 
as churches, sodal services agencies, dvic dubs and the Salvation 
Amiy Ten local food banks that form the Food Bank Cbundl of 
Michigan servea total of 835 agendes throughout the state;combined^ 
these agendes distributed over 21 million pounds of food in 1986.^ 
Food banks and agendes not affiliated with the coundl distnljute ad- 
ditional emergency food not induded in the above total. 

Emergency food programs in Michigan have noted an increase in 
the number of requests they have been receiving as well as a shift 
from single persons to more families who apply for food. For ex- 
ample, only 23.9% of the food distribution by the Ingham County 
Food Bankoccumed from 1979-1982; the rest occurred over the most 
recent four years of its opera tion."^ In 1985, 63% of those who used 
thp Ingham County Food Bank were single-adult households with 
children. A greater proportion of poor persons appear to be lum- 
ing to emei^ncy food programs for hdp than was thecasea decade 
ago. In 1979, for example, roughly 125% of the population below 
the poverty line in Ingham County used tht Ingham County Food 



Emergency food 
programs in Michigan 
have noted an increase 
in the number of requests 
they have been 
I receiving. 



Minority Health in Michigan 



Bank; by 1986, that percentage had increased to 503%.^ Groups 
working in the Detroit area note a siniilar trend. Surveyed by the 
Southeastern Michigan Food Coalition (S£.M.ECO.), emergency 
food pantries in the Wayne County area report that they serve more 
than 23 million meals eveiy nnontiv although several yeari ago 
fewer than one million meals per month were served.^^ The 
Michigan Department of Public Health's Tood and Nutrition Ad- 
visory Commission estimates that at least 35 million emergency 
meals are served each month in Michigan.^ Many of the growing 
population of the homeless rely on food pantries and soup kitchens 
for their sustenance. 



Although people are 
making use off heir food 
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Several emeigency food programs note that they experience their 
greatest increase in food recjuests a few days prior to the day food 
stampsbecoiTieavailable.^^ Although peoplearemakinguseof their 
focxi stamps, many do not have enough to last them a full month. 
Food stamp recipients are a substantial proportion of emergei\cy 
food recipients. In Ingham County, for example, 75% of the regular 
and 65% of the frequent users of tfie Focxi Bank also received food 
stamps-^^Cbrrespondingdata of Food Bank users in theDetroitarea 
who also use food stamps are unavailable. 



Embedded with the question of a lack of food for the poor is 
the issue of nutritional status for those whose diets are less 
than adequate. General information from the Pediatric Nutri- 
tion Surveillance System indicates that minority children who 
are participating in such food supplement programs as WIC 
are more likely than non-minority children to be overweight 
before they are 24 months of age. During their third year, 
minority children were more likely to be underweight and 
shorter in stature than non-minority children.^^ 



Conclusion 

Federal food programs are reaching many people in need but not 
everyone in need is being served. The growth of emergency feed- 
ingprograms isan indication that thelevelof federalaid beinggiven 
is inadequate. A renewed societal effort needs to be made to tackle 
the increasing problems facing the poor, who are disproportionate- 
ly minorities, women, and children. 

The public health and medical communitiesand socl J service agen- 
cies need to foster sound nutritional practices both in the 
administration of food programs and the provision of guidance to 
high risk populations. Minority clientsand pa tientsneed to be given 
the most up-to-date nutritional information and need advice that 
takes cognizance of cultural traditions and choices. Mcxlification of 
dietary practices to achieve such goals as a reduction in obesity, al- 
though difficult to achieve, would have a significant impact on the 
health status of minority populations. 
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ENVIRONMENTAL 
HAZARDS 



Annmber of environmental hazards ha vea greater impact on mem- 
bers of minority communities than cn the general population. 
Minority health status appears to be adversely ? f 3cted by substan- 
dard housing, rodent infestations, lead poisoi :ng, asbestos, and 
pesticides. Improving the physical environment has been a historic 
public health objective, but resources to tackle these hazards have 
been limited in recent years. 



Housing 

The quality of housing has a significant effect on health status. Es- 
timates indicate that as many as 17 percent of Michigan dwelling 
units today are substandard. An appreciable amount of the popula- 
tion live under conditions that are undesirable from a sodal, 
hygienic, and safety viewpcmt. The health problems faced by the 
homeless, whose numbers are growing, are multiple. 

Health problems associated with housing include environmental 
hazards, commimicable disease, and accidents. Anrrong environ- 
mental hazards related to housing are infestations of rodents; 
hazards resulting from various kinds of toxic substances such as as- 
bestos and lead; improperly vented heating equipment which 
results in the accumulation of caibon monoxide; indoor air pol- 
lutants such as formaldehyde, nitrogen dioxide gases, and radon; 
and problems related to water supply. 

There is a direct relationship between the quality of housing 
and the spread of communicable diseases and other illnesses 
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Pefcentoge of Persons LMng in Structures Buit before 1939 by 
Roceof Ethnicly.MicNoan, 1990 
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among the housing occupants. Providing adequate protection 
from the elements, a safe water supply, proper waste disposal, 
facilities for the storage and preparation of food, general 
sanitation, lighting, and ventilation reduces the potential for 
the spread of illnesses and communicable disease.^ 

The risk of physical injuiy is also related to housing. Examples of 
such injuries include those caused by fires (often due to inadequate 
heating or electrical wiring), fallsassodated with unsafe stairs, path- 
ways, or recreational equipment, and suffocalion in abandoned 
home appliances. The home has been found to be the second most 
common place for occurrence of accidents."^ 

Abandoned housingconstitutesa significant environmental hazard 
in many urban communities. Abandoned housing may contribute 
to redent infestations and other sanitation problems. Also there is 
the nsk of injury to children playing in such housing. In addition, 
abandoned housing may be used for illegal activities harmful to the 
community. In economically depressed communities, maintaining 
homes in good repair is often difficult. Owners of dilapidated hous- 
ing that requires rehabilitaticn at a cost greater than one-half of the 
value of the original structure are not allowed a building permit in 
many parts of the state.^ 

Low income status and discrimination affect the quality of housing 
avaibble to members of minority groups. At the time of the 1980 Cen- 
sus, more than one-third of Blades, Native Americans, and Hispanics 
in Michigan resided in structures built prior to 1939 (Table 9-1). Older 
structures generally are more costly to maintain than newer ones and 
havemoreenvironmenlal problems associated with them such as the 
presence of lead-based paint. Minorities are more likely to reside in 
housing with inadequate sanitation facilities. According to the 1980 
Census, 25 percent of Hispanics in Michigan and 1 .9 percent of Blacks 
lived in structures without complete plumbing. The comparable 
figure for Whites was 1 .1 percent CTable 9-2). 

Another meas jre of housing quality is the number of people per 
room in the house. When a housing unit has more than 1.01 persons 
per room, it is defined as crowded. Higher proportions of minority 
populations resided in crowded housing in 1980 than was the case 
for Whites. The rate was particularly high f ^r Vietnan^ese: 44.2 per- 
cent of ov/ner occupied homes and 38.8 percent of renter occupied 
homes were aowded. The comparable figures for Whites were 
below 3 perc^nt."^ 

The housing problems fadng low income households across the na- 
tion appear to have increased in recent years. Between 1981 and 
1987, gross rents have risen 14 percent faster than prices. The total 
number of units renting for less than $300 a month dedined by near- 
ly one million units between 1974 and 1983. The number of persons 
who have become homeless has increased dramatically. Single 
parent families in 1987 spent 58.4 percent of their incomes on rent, 
up from 34.9 percent in 1974.^ 
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The effect of housing sanitation on health status has long been 
known; much of the early state-initiated legislation related to hous- 
ing in Michigan was concerned with improving sanitation in and 
around dwellings. The power to enforce housing standards, for the 
mostpart, has since passed into the hands of local government. The 
Public Health Code enacted in 1978 included a provision for the es- 
tablishment of statewide housing standards but this section of the 
code has been repealed. 

The state retains jurisdiction of sanitation standards for agricultural 
labor camps. In 1966, there were 2610 licensed migrant labor camps 
in Michigan. That number has decreased steadily ance then, reach- 
ing a low of 761 in 1983; there were 804 licensed camps in 1986. The 
mean camp capacity in 1986 was 32.8 persons.^ 

Problems related to water supply are handled by state and local 
health departments. Michigan Department of Public Health is 
responsible for the regulation of municipal water supplies. Local 
health departments distribute educ- tional information on codes for 
private well construction and the means of registering workers who 
drill we!Is; they may also collect water samples for analysis at state 
or local laboratories. 

Injury prevention related *o housing and neighborhood safety 
is handled through loca. housing code enforcement agencies 
and a variety of community education programs such as those 
provided by the American Red Cross, local Safety Councils, 
and other organizations. 



Rodents 



Rodent infestation presents the risk of injury by rat bite, and poten- 
tial spread of infectious diseases. The MDPH Comprehensive 
Rodent Control Program has both an educational component and 
a rat control unit that canvasses local neighborhoods after a com- 
plaint has been received of a rat bite or a rat sighting. In five urban 
areas with local rodent control programs (Wayne County, Ypsilan- 
ti. Battle Creek, Saginaw, and Benton Harbor), rcxlent infestations 
occur more frequently in those census tracts with a large propor- 
tion of housing units occupied by minorities.^ 



Rodent infestations occur 
more frequently in tfiose 
census tracts witfi a large 
proportion oftiousing 
units occupied by 
minorities. 



Asbestos 

The assimilation of asbestos into the body occurs primarily through 
the nasal passages. The longer, thinner asbestos fibers are especial- 
ly hazardous because they are easy to breathe and are difficult to 
expel from the body. Because of the danger of exposure to asbes- 
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Most non-occupational 
asbestos complaints 
occur in areas wifti a 
liigfi concentration of 
minority populations. 



los, standards in the United States for occupational settings have 
been lowered several times over the years: from thirty fibers/cc 
(ACGIH ruling)in 1938 to 0.2 fibere/cc in 1986.^ 



All asbestos workers are at risk for mesoviielioma and excess 
cancer, particularly lung cancer; but asbestos workers who are 
smokers are at especially high risk for lung cancer.^^ There is 
little information on asbestos-related mortality for those ex- 
posed in non-occupational settings because most of the 
research on asbestos has focysed on occupational^^ rather than 
non-occupational settings. 

Asbestos exposure in urban areas of the U5. occurs primarily 
through housing insulation and various kinds of floor tile.^*^ Risks 
to health for persons at sd\ool appear to be minimal, except for those 
who have experienced prolonged exposure.^^ 

The Department's Asbestos Abatement Inspection Program is 
responsible for inspections when there is a complaint about a 
building where it is believed that exposed asbestos presents a 
hazard. Since the Program was initiated in May 1987, it has 
received 187 complaints; of the 133 investigations completed, 
39 have resulted in citations.^'* Most non-occupational asbes- 
tos complaints occur in areas with a high concentration of 
minority populations (Detroit, Saginaw). 



Lead Poisoning 

The assimilation of lead into the human body occurs through the 
mouth, nasal passages, the skin and from the mother to fetus across 
the placenta. After lead has been assimilated into the body, it is al- 
tered by certain dietary compounds; for adults, about 5O60 percent 
is excreted before it is stored in the skeleton. 

Lead burden generally is considered at two levels: lead poisoning 
in which acute clinical effects are evident (such as an inflammation 
of the brain, thought to occur roughly at 70-80 ug/100 ml) and sub- 
clinical levels which cause some degree of behavioral 
malfunctioning. Research findings have varied on the specific level 
at which this can ocxur.^^ 

Blood lead levels peak in early childhood, then decrease until the 
late teens when they again reach pre-teen levels. Infants generally 
share blood lead levels similar to those of their mothers, but, 
depending on the mother's circumstances, infant levels may in- 
crease at 3 to 6 months of age and peak around 24 months. Survey 
researchers suggest that the rise in lead levels is associated with 
weaning and the infant's intake of commercial milk, as well as its 
beginning invv>. cement with the surrounding environnrKint.^^ 
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Blacks in the United Slates have been found to have higher con- 
centrations of blood lead than Whites. Ethnic differences are more 
pronounced for young children than adults, and they often arc as- 
sociated with sodoecononiic factors.''^ Data for other minorities in 
the United States are not available. 

Since automotive emissions produce most of the air pollution as- 
sociated with lead, concentrations of lead are high-^ in areas having 
a lai^ volume of traffic. Traffic flow increases the concentrations of 
lead in external sources such as roadside dust, particulariy during the 
summei' months. Lead emission is greater during slow dty driving 
than fast freeway driving, and is especially high during accelerations, 
such as might occur on entrances to fir^ways or at traffic lights.^^ 

At least 75 percent of the lead ingested by children in the uitan en- 
vironment is through dietary sources such as food and water,"^ 
extraneous sources such as dust and paint may account for the 
remainder. The primary sources of lead in the water supply are lead 
pipingand lead-based solders and fluxes used to join copper piping. 
Lead'sentryiato the food chainarisesfromairbomedepositsoflead 
on crops and lead solder seams in some food containers.^^ 

Although the majority of lead is assimilated through dietary sour- 
ces, the primary risk of acute lead poisoning in young children is 
through lead paint. Another significant source of acute lead poison- 
ing is dust, both indoors and outdoors. Particles of airborne lead 
deposited in dust and soil usually come from automotive emissions 
and industrial sources.^ There may be a reduction in risk of lead 
cof^.tamina tion through the air owing to legislation r^uiring the sale 
of unleaded gasoline; decreased concentrations of blood lead in a 
population of children have been correlated to reductions in sales 
of leaded gasoline. 



Injury 



Falls are the most common housing-related injury. The hospital dis- 
chai^ rate for falls appears to be high among non-Black minority 
groups. Bums are another type of injury for which minorities are at 
particularly high risk. The hospital discharge rate for injuries due to 
fines, flames, and hot substances was two to three times higher for 
Blacks and other minorities than the comparable rate for Whites. 
Another injury or special concern in minority communities is poison- 
ing due to the consumptioii of illegal pesticides by diildren. Illegal 
pesticides are packaged in milk containers and sold as "roach milk'' 
The dischaigq rate for injuries due to poisoning by substances other 
than alcohol and drugs was twice as high for Black males and Black 
femalesunderage twenty than for White males and White females of 
the same agp. The poison related dischaigq rates for other minorities 
were also higher than the White rates. (See Chapter Six). 



The hospital discharge 
rate for injuries due to 
fires, flames, and hot 
substances was two to 
three times higher for 
Blacks and other 
minorities than ...for 
Whites. 
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Air Pollution 

TheMiduganDepartmenlofNaturalResouIXX^s(D^^^ 
for preventing and maintaining air pollution below levels that could 
be hazardous to human health. The DNR responds to complaints on 
possible violations of tlie air pollution code and canvasses selected 
areas of the state on a regular basis. The director of the Michigan 
Department of Public Health is a member of the OMR's Air Pollution 
Control Commission. Data currently are u navailable on the impact of 
air pollution on areas in which minoriilcS live and work. 



Nuclear Waste 

The potential hazards from low level radioactive nuclear waste dis- 
posal sites is of concern to all Michigan residents. Situating disposal 
sites away from major population centers only partially relieves 
public apprehension about the dangers. Michigan's central location 
with respect to the Great Lakes makes the location of disposal sites 
in this stale an issue of iiational concern. Given the sparse distribu- 
tion of a significant portion of the Native American Indian 
population in rural areas where sites are likely to located, this ques- 
tion is of particular interest to this population. The special 
"government to government" relationship of Indian tribes with the 
federal government must be respected. The Michigan Department 
of Public Health has the responsibility for monitoring sites once they 
are established and for addnjssing public concern about the issue. 



Agriculture has the third 
highest rate of 
occupational injuries, 
only ranking behind 
mining-quarrying and 
construction. 



Environmental Hazards 
and Migrant Workers 

It is estimated that about 45,000 persons work in Michigan each year 
as migrant agricultural laborers; some 80 percent of these workers 
are Mexican Americans?"^ Agriculture has the third highest rate of 
occupational bjuries, only ranking behind mining-quarrying and 
construction. Those working in agriculture are also at increased 
risk for such diseases as leukemia, multiple myeloma, lymphoma 
and cancer of the prostate and stomach. Agricultural laborers are 
more prone to parasitic infection than growers, and their diets 
provide lower nutritional intake.^ 

Little is known abou t pesticide poisoning among migrant farm 
workers in the state of Michigan. Since there is no monitoring 
system to report pesticide poisoning cases in the state, there is 
data neither on the prevalence of poisonings nor on the long- 
term effect of pesticide use on farm workers. Labor 
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organizations, clinical services and legal programs have 
developed bilingual educational programs to inform migrant 
workers of their rights with regard to pesticide exposure and 
the effects that pesticides may have on their health?^ 

One of the chief concerns of advocates for greater pesticide contiol 
is the exemption of agricultural workers when Right to Know legis- 
lation was passed on chemical substances. Expanding the rights of 
agricultural workers to know about hazards from the substances 
with which they work is important Equally important is ensuring 
that workers arc able to exerdse these rights. 

There is also a need for a system of data collection on occurrences 
of pesticide poisonings. A clearinghouse has been proposed to 
centralize the reporting and recording of cases of pesticide poison- 
ings. Blood testing for pesticide poisoning is also an issue of concern. 
The Environmental Protection Agency will only pay for testing if 
the results verify a case of poisoning. The cost of unverified cases 
becomes the responsibility of individual clinics or their parent or- 
ganization. Therefore, alternative sourcesof funding for blood tests 
also has been proposed. 

A related concern is a field sanitation standard which includes toilet 
facilities, and drinking and washing water. A proposed standard for 
field sanitation for agricultural laborers has been developed by the 
Michigan Department of Public Health Occuparional Health Stan- 
dards Commission. It requires that agricultural employers shall 
provide employees with adequate, potable, cool drinking water, 
adequate sanitary toilets and adequate hand-washing facilities.^^ 



Expanding the rights of 
agricultural workers to 
know about tiazards from 
tfie substances witti 
wtiicti ttiey work is 
impoiiant 



Conclusion 

Environmental issues such as the hazards from toxic dump 
sites, nuclear waste, and the protection of forests, rivers, and 
lakes receive considerable attention. The problems of the 
urban environment and those faced by migrant farm workers, 
which disproportionately affe:*; minorities, need increased at- 
tention. Kiany of the urban .nvironmental hazards and the 
hazards confronted by farm workers affect children and have 
a long-term impact on our society. 
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From 1981 lo January 1, 1988, 518 cases of acquired im- 
munodeficiency syndrome (AIDS) were reported in Michigan. TWo 
cases were reported inyears 1981 and 1982, 16cases in 1983, 42 cases 
in 1984, 86 cases in 1985, 146 cases in 1986, and 224 cases in 1987. 
Males constituted 92 percent of cases (N=477), females 8 percent 
(N=41). Sixty-five percent of all cases (N=338) were diagnosed in 
the 20-39 age group. 

AIDS is a deadly disease. About 50 percent of persons diagnosed as 
having AIDS die within a year of diagnosis; ninety percent die 
within five years. 

The bulk of AIDS cases has occurred among certain sub- 
groups of the population. Sixty-one percent of cases (N=318) 
were males with a history of homosexual/bisexual contact, 19 
percent of cases (97/518) reported intravenous drug use, and 
seven percent (37/518) reported both homosexual/bisexual 
contact and intravenous drug use. 

The racial breakdown of these cases showed that 55 percent 
(N=283) were White and 44 percent (N=227) were Black; the 
remaining one percent (N=8) primarily consisted of Hispanics. 
Race-specific AIDS case rates were 3.7 per 100,000 Whites and 
17.9 per 100,000 for Blacks. The Black rate was 4.8 times higher 
than the White rate (Table 10-1). National data also show 
higher rates for minorities than for Whites. 
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Mfchigan AIDS Cos©! ^ Race Jonuaiy ], 1988. 



RAC£ 


NO. Of 


RATE PER 


POPULATION 


CASES 


100.000* 


VVhSe 


283 


a70 


Bkxk 


227 


17.94 


Hbparic 


6 


a70 


Oft>er 


2 




Total 


618 


s.70 
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Mode Of H^/ TronsrrMxi By Rc>ce. M'cNgoa Jonuocy r 1968 



Iratismissiof 



Tnnimluioft Mod« 



Biackt 
No. % 



WhiM AIRocM 
No. % Na % 



HonvssexuQl/bkexual 90 222 (79) 319 (62) 



Wfovenous chjg use 
HomotexuoVbiiexuQl 

Wiavenouso drug use 
fyfo»)6rtoCh1d 
Ketorosexud 
Blood prodict transfusion 
Unlcnown 



87 (38) 09 (03) 97 (19) 



23 (10) 
08 (04) 
07 (03) 
01 (01) 
11 (06) 



14 (06) 
00 (00) 
08 (03) 
24 (09) 
06 (02) 



37 (07) 
08 (02) 
15(03) 
25 (06) 
17 (03) 





Trends bi Mqjof Modes Of HV AcqUslKoa Mbritgon ekxb 






NO. Of CASES C%) 


MODECFKIV 
ACQUiSmON 


N-68 


1986 1967 TOTAL 
N-S9 N-1D0 N»227 


HomosexuoVbfeexuol 
hfrovenouschjg use 
Komosexuoi/bisexucal 

ond inrra^nous 

dngLse 


35 (52) 
M (21) 

10 (15) 


25 (42) 30 (30) 90(40) 
22 (37) 51 (51) 87 (38) 

06 (10) 07 (07) 23 (10) 



Approximately 40 percent oi ivlichigan Blacks with AIDS are 
believed to have conA'acted the disease through male 
homos^*5rtjal/"bise\nal contact The remainder of Michigan Blacks 
with AIDS contracted the disease by intravenous drug use (IVDU), 
38 percent; male homosexual/bisexual contact and IVDU, 10 per- 
cent; hetarosexual contact, three percent; and bl(X)d product 
transfusion, less than one percent Eight Black children in Mchigan 
contracted AIDS through vertical transmission from mothers who 
were directly or indirectly infected secondary to intravenous drug 
use. The mode of transmission for the remaining five percent of 
Michigan Black AIDS cases is unknown Thble 10-2). 

Of the six Hispanic AIDS cases diagnosed to date, five were 
male homosexual/bisexuals, and one was an intravenous 
drug user. Four of these six cases were reported from the 
metropolitan Detroit area. 

The proportion of AIDS cases among Michigan Blacks attributed to 
intravenous drug use is particularly disturbing. As of January 1, 
1988,87Blacks compared to nine Whites contracted AIDSasa result 
of intravenous drug use; these data yield race-specific rates of 6.87 
per 100,000 and 0.11 per 100,000, respectively: The Black rate is sbcty 
three (63) times as high as the White rate. Furthenriore, the data 
demonstrate that the proportion of Blacks with AIDS who acquired 
the virus from intravenous drug use has increased from 21 percent 
in the pre-1986 years, to 37 percent in 1986, to 51 percent in 1987 
Oable 10-3). As noted above, the majority of these cases were 
reported from the Detroit area. The Michigai\ Office on Substance 
Abuse Services estimates that there are 30,000 to 35J0Q0 intravenous 
drug users in the Detroit area. If current estin^tes are correct thit 
up to 50 persons are infected with human inunimodefidency virus 
(HIV) for every person diagnosed with AIDS, then there probably 
exists a large cohort of infected drug users in the Detroit area who 
are sharing needles or having sexual relations with susceptible per- 
sons. Unless this behavior is modified, and unless further contact is 
made with minority communities to reduce the risk of AIDS trans- 
mission among intravenous drug users, a large increase in the 
number of AIDS cases in the Detroit area can be expected. 

An additional consequence of the heightened prevalence of HIV 
among intravenous drug users is an increased spread to 
heterosexuals and children. In Michigan, sbc of the 14 cases of 
heterosexually transmitted AIDS cases resulted from contact with 
an infectious intravenous drug user. Furthermore, all but one of the 
nine cases of pediatric AIDS could be traced to intravenous drug 
use, either by the mother or her sexual partner. Sbcty-five percent 
(15/23) * these heterosexual and pediatric AIDS cases occurred 
among minority members; it will therefore be necessary to target 
minority communities forappropriate risk-reduction interventions. 



ERLC 



i 9 



AIDS 



107 



Data suggest that if the 
HIV becomes more 
prevalent among 
heterosexuals, then the 
likelihood of 
disproportionate spread 
I within minority 
I communities is high. 

Prevention and Treatment 
Programs 

The Michigan Department of Public Health has undertaken 
various steps to curb the spread of AIDS in minority com- 
munities. A $1,000,000 statewide multi-media campaign has 
been started which focuses on common modes of HIV trans- 
mission and ways to prevent such transmission. Portions of 
this campaign have been targeted to reach young, inner-city 
Blacks and Hispanics in Southeastern Michigan. 

A task force has been assembled to determine prevention strategics 
for AIDS in the Hispanic community This task force's report will 
provide direction to the Michigan Department of Public Heal th and 
the Michigan Office on Spanish Speaking Affairs, on culturally 
relevant ways to prevent thespread of AIDS in Michigan's Hispanic 
community ]x\ addition, the Department has worked with the Of- 
fice on Substance Abuse Services, to curb the spread of intravenous 
drug use associated AIDS; particularly within Michigan's minority 
communities. 

To facilitate the AIDS prevention effort in minority communities, 
financial assistance has been provided, through the U5. Centers for 
Disease Control Minority Grant Activity to community-based or- 
ganizations such as the Community Health Awareness Group 
which serves predominantly minority populations. This organiza- 
tion provides AIDS education, street outreach, counseling and 
testing, and referral services to intravenous drug users, particular- 
ly pregnant intravenous drug users. In addition, the Southern 
Christian Leadership Conference provides training sessions for 
church leaders who are willing to use the church forum for AIDS 
prevention by reaching the significant other of the intravenous drug 
user. AIDS counseling and testing within the metropolitan Detroit 
area Hispanic community has been initiated through La Casa. 

Plans are also under development to provide AIDS education ser- 
vices to the Native American population in Michigan by assuring 
accessibility to counseling and testing and implementing Indian 
health care provider education. 



The potential for heterosexual spread of AIDS in the minority 
populations of Michigan is disturbing. Data from thii Venereal 
Disease Section at the Michigan Department of Public Health 
show that the rates for reports of syphilis and gonorrhea in the 
other than White population, 18.4 per 1000, are 11 times greater 
than the rates in the White population, 1.6 per 1000. Tb.ese data 
suggest that if the HIV becomes more prevalent ^mong 
heterosexuals, :Jien the likelihood of disproportionate spread 
within minority -communities is high. 
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The prevention of AIDS in 
ihe infant and child 
population is dependent 
upon effective risic 
reduction among 
women of chlldbearing 

age. 



The prevention of AHDS in the infant and child population is de- 
pendent upon effective risk reduction among women of 
childbearing age. A maternal and infant health task force is being 
developed to provide recommendations regarding AIDS-related 
prevention and treatment services to mothers, children and new- 
boms. The Michigan Department of Public Health is planning for 
the prevention and management of AIDS through the maternal and 
child health programs. These programs provide services to women 
who may be members of high risk groups with high potential for 
transmitting HIV infection to their babies. Services are targeted for 
women at economic disadvantage, who may have additional risks 
foradversepregnancyoutcomes.Theseservices,many of which are 
targeted already for minority women, provide opportunity for the 
identification of high risk behaviors and intervention to prevent 
AIDS in both won>en and their infants. Finally, adolescents in 
Michigan will receive education in school under P.A. 185 of 1987 
which requires AIDS education under the conununicable disec.3e 
curriculunx The AIDS curriculum for grades 7-12 has been dis- 
tributed to all school systems. 



Conclusion 

Reaching members of minority populations at risk of AIDS in 
Michigan is important As the reported nx)des of AIDS transmis- 
sion indicate, members of minority populations who are at risk for 
AIDS may be difficult to reach due to illegal behavior (intravenous 
drug use) or cultural ostracism (homosexuality). Moreover, the 
diversity of minority populations affected by the AIDS epidemic 
will require that efforts to prevent and limit the spread of AIDS be 
acceptable to various ethnic groups. 

The opportunity exists to combine the resources and talents of 
public health officials and concerned community groups. Such col- 
laboration will be necessary to combat a disease that has severe 
medical consequences, yet also requires a culturally sensitive ap- 
proach to prevention. Such cooperation offers our best hope at 
slowing the progress of this epidemic and preventing new infec- 
tions in the future. 



1 



Chapter Elroen 



I TUBERCULOSIS 



The incidence of tuberculosis has generally been declining in 
both Michigan and the United States from the mid-1960s until 
1986. Both national and Michigan rates increased in 1986, 
however. The r.umber of tuberculosis cases increased from 640 
to 715 in Mic^iigan, the third largest increase among states. Al- 
though the incidence rate for Michigan remains substantially 
lower than that for the nation, the substantial increase in the 
Michigan rate from 5.8 to 6.6 per 100,000 is cause for concern.^ 

The decline in tuberculosis rates over the past three decades 
has been much greater among Whites than among minorities. 
Consequently, the proportion of cases occurring among 
minorities has substantially increased. In Michigan and na- 
tionally the majority of tuberculosis cases in 1986 occurred 
among members of minority groups. Although they represent 
only about 20 percent of the state's population, minorities ac- 
counted for 72 percent of Michigan tuberculosis cases in 1986. 
Moreover, the 1986 increase in the number of cases was entire- 
ly confined to members of minority groups, among whom 
there was an increase of 87 cases while a decline of 14 cases oc- 
curred among Whites. 

Tuberculosis incidence rates for Blacks, Hispanics, Asian and 
Pacific Islanders, and American Indians are all substantially 
higher than the White rate (Table 11-1). The rate for Asian and 
Pacific Islanders was especially high, 23.8 times higher than 
that for Whites. Of 38 Asian and Pacific Islander cases, 34 were 
born in Asia and 23 arrived within the past five years.^ 

The rate for Blacks was nearly seven times the White rate. The 
rate for American Indians was 3.6 times the White rate and that 
for Hispanics was 2.8 times the White rate. Michigan's 
Black/White differential in tuberculosis incidence rates is 
somewhat larger than that observed for the nation (6.0), 



TABLE 11 •) 



Nev«/V RDported TbercuJosis Cows ond Case Rates by Roce 
Michigan, 1986 
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Total 


615 
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259 
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44 
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cases occur among 
persons under age 35 
compared to only 7.3 
percent of White cases. 



28.3 percent of minority 



whereas the American Indian /White and Hispanic/White 
differentials for Michigan were somewhat smaller than those 
observed nationally."* Accurate reporting of race/ethnicity 
status for Hispanics and American Indians may be less com- 
mon in Michigan than in stales where these groups represent 
a larger proportion of the state's population. 



The racial gap in tuberculosis incidence rates is even more 
striking when age is considered. Discrepancies in age-specific 
rates tend to be even larger than the overall rate discrepancy. 
More importantly, 28.3 percent of minority cases occur among 
persons under age 35 compared to only 7.3 percent of White 
cases. Most of the tuberculosis cases among younger persons 
nsult from recent transmission of the tubercle bacilli. Because 
recently infected persons are much more likely to progress to 
disease than those whose infection is long-standing, one key 
measure necessary to control tuberculosis is to identify high 
risk contacts and place them on preventive treatment. The 
Centers for Disease Control also recommends the use of 
preventive therapy among high risk populations. 

High risk groups include: 

1. young adult American Indians and Alaskan natives. 

2. persons with diabetes. 

3. HIV-infected individuals. 

4. immigrants from areas with a high prevalence of tuberculosis. 

As in Michigan, national data show that tuberculosis among 
Asian and Pacific Islanders was almost entirely among the 
foreign born population. More than half of the foreign bom 
Asian and Pacific Islander patients arrived in the United States 
when they were under age 35, the age group for which preven- 
tive therapy is routinely recommended for persons with 
tuberculosis infection. Nearly half of foreign born Asian and 
Pacific Islanders with tuberculosis became ill within two years 
after their arrival. "Half of all tuberculosis cases among Asian 
and Pacific Islanders would be potentially preventable," the 
CDC concluded, "if refugees and immigrants were given 
tuberculin skin tests and offered preventive therapy according 
to current guidelines shortly after arrival in the United States.'' 
Because of resistance to isoniazid, one of threeantituberculosis 
drugs, among Southeast Asians, there is a need to develop al- 
ternative regimens of preventive therapy. 

Nineteen of the 518 AIDS cases reported to CDC from Michigan 
have also developed tuberculosis. Thirteen of these nineteen 
patients were Black. HIV infection may be a contributing factor to 
the observed increase in tuberculosis morbidity. 



II. J 



ERJC 



Tuberculosis 



Conclusion 

The reductioi\ in tuberculosis control efforts that followed the sub- 
stantial decline in tuberculosis morbidity in the past few decades 
was premature. Increased efforts at controlling tuberculosis are 
needed, particularly among the minority population. 



Notes 

1. Centers for EJsease ControL Tuberculosis, Hnal Data- United States, 1986. MorbidHy and 
Mwtddy WeOly Report, VoL36:C50 & 5l):8l7-820January 1, 1968. 

Z Tuberculosis GmtrollVogranv Michigan Department unpublished data. 

X National data indudes Alaskan Natives and American Indians. 

^f"^^?^,'-5f^ Control Tuberculosis, Hnal Data- United States, 1966. MorbidHy and 
M<Mdy Weddy Report 36:(50 & 51); 817-820, January 1, 1988. 

^ Disease ControL Tuberculosis among Asian/Padfic Islanders- United States, 

1985,AfofWityflnrfMorta/tty V\WiyR^ 3937. 



Chapter Twelve 



PROBLEMS OF 
CHILDREN 



Because of childrens' vulnerability, how well a society treats its 
children is an indication of the sodet/s compassion as well as its 
future well-being. Children are developing physically as well as so- 
cially and emotionally and are dependent upon others to provide 
for their special health needs. They require a healthful environment 
for proper growth, e.g., protection from diseases and other illnesses; 
adequate, nutritious food; freedom from injury, as well as an oppor- 
tunity to leam good health habits. 



Protection from Chronic 
Disease and Disability 

Infant health 

Infants are niost vulnerable to the effects of an unhealthy environ- 
ment. Prenatally, the fetus is extremely sensitive to maternal 
behavior and, following birth, infants have critical health needs. 

The discrepancy between the health status of the minority and 
the majority populations is perhaps nowhere more disturbing 
than in the area of infant mortality and morbidity. Infant mor- 
tality, low birth weight and other adverse outcomes are 
discussed in detail in Chapter Seven and interventions to deal 
with the problem in Chapter Twenty. 



ERIC 



114 



Minority Health in Michigan 



Acquired 
Immunodeficiency 
syndrome (AIDS) Is a 
growing problem that 
has begun to affect 
ctilldren 



AIDS and children 

Acquired immunodeficiency syndrome (AIDS) is a grovying 
problem that has begun to affect children. This illness, which 
destroys the body's ability to fight disease, has been trans- 
mitted to many children with hemophilia who were treated 
with HIV-infected blood products prior to improved screen- 
ing of donated blood. The most important current mode of 
transmissions to children is from an infected mother to her 
child before or during birth. Approximately 30-50 percent of 
mothers with AIDS will transmit this disease to their infants 
in utero} In Michigan, 10 newborns had been infected with 
AIDS as of March, 1988. 

Children who are infected with the AIDS virus will suffer 
many serious problems. Social and physical interaction are ex- 
tremely important for development, however, many people 
fear contact with these children. Furthermore, the families of 
infants with AIDS face economic strains as well as social stig- 
matization. Many parents of AIDS children are ill themselves 
or are dependent on drugs and may not be able to provide ade- 
quate care. These extremely needy children will require special 
he^p from health care professionals, social support agencies 
and other sources of assistance. 

The Michigan Department of Public Health (MDPH) is provid- 
ing support to 24 local health departments to operate 
counseling and testir.g centers that currently serve a total of 
750 clients a month. As of March 31, 1988, 10,000 people have 
been counseled and tested. By the end of 1988, it is expected 
that the Department will support all local health departments 
in these efforts with service to approximately 15,000 people an- 
nually. Counseling and testing services are being offered also 
in family planning programs. A Maternal and Child Health 
Task Force on AIDS is being developed to provide AIDS-re- 
lated prevention and treatment services to mothers, children 
and newborns. This 59 member task force is being convened 
through the efforts of the Department and is addressing such 
issues as foster care, respite care, and education for foster 
parents. 



Immunization 

The incidence of childhood viral diseases has been shown to be 
lower in states that have school immunization laws. The U.S. 
Centers for Disease Control recommends that state law s require all 
students K-12 to have the measles-mumps-nibdla ^MMR) vacdne. 
They also recommend that children 15 months or older receive 
simultaneous administration of MMR, diphtheria, tetanus, pertus- 
sis (DTP), and oral polio vims vacdne (OPV) ra ther than postponing 
the latter two shots until 18 months."* 
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In Michigan, which adheres to Centers for Disease Control 
standards for immunization, 14 percent of the 145,599 children 
enrolled in kindergarten for the 1986-87 school year had not 
had their complete set of shots at the beginning of the school 
year. By mid-year, 7 percent had not had the required shots. 
Of the five types of vaccine, compliance is lower for the DTP 
and OPV immunizations, (88 and 91.4 percent compliance, 
respectively) than is compliance with the MMR requirement 
(94.2, 93.9, and 94.0 percent compliance, respectively). These 
compliance rates are slightly lower than the national rate of 97 
percent compliance found' for each of the five vaccines. 

Examining the percentage of all school children, K-12, who have 
complied with or are in the process of complying with the im- 
munization standards, the compliance rate for the state was 925 
percent as of February 1987. Some national studies have shown 
minority^children are less likely to be immunized than are other 
children. Compliance rates in Michigan counties that contain a 
laige percentage of the states' minority population are, however, 
equivalent to other counties on the average. For example, Kent,' 
Genesee, Detroit and Ingham had compliance rates of 93.4 percent, 
925 percent, 92.6 peicent and 92.4 percent, respecHvely Wayne! 
Kalamazoo and Oakland, which also have large minority popula- 
tions, had somewhat lower compUaiKe rates of 915 percent, 91.0 
percent and 90.8 percent, respectively (ranking sixtieth, sixty-fifth 
and siicty-sixth out of the state's 84 counties). Nevertheless, other 
counties with large minority populations ranked higher than 
average. In particular, Berrier,, Muskegon, Calhoun, Washtenaw 

and Saginawreport95.0percent,95.0percent,943percent, 94.2 per- 
cent and 94.0 percent compliance rates, respectively 

Immunization rates among Native Americans and migrants in 
Michiganare considerably lower than those for thestateasa whole. 
Ofthosechildrenage3-27monthslivingonIndianreservations,73.4 
percent had vaccinations appropriate for their age. This figure is 
lower than the comparable rates of 86.7 and 893 percent reported 
for Native Americai^ livingon reservations in Minnesota and Wis- 
consin, respectively.'^ 

Data from migrant Child Care and Education Programs in 
Michigan indicate that only 64 percent of the children who at- 
tended during the summer of 1987 had received all 
immunizations recommended for their age. An additional 7.2 
percent are in the process of completing their immunizations. 
Approximately 10 percent of the children were allowed to 
enter the program without immunization records.^ 

Children who attend school without the proper immunization are 
at risk of contracting and spreading preventable diseases. It is im- 
portant that school principals and directors provide their state 
health department vwth the immunization status of each child, and 

thateach child be required to recdveproperimmunizationorbe ex- 
cluded from school. 



// is important tfiat scfiool 
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In ihe last two decades 
many social and familial 
changes have occurred 
that potentially place 
children at higher risk for 
emotional and health 
problems. 



Changing Social Structure 

In the last two decades many social and familial changes have 
occurred that potentially place children at higher risk for emo- 
tional and health problems. In 1982, 22 percent of all children 
under eighteen were living in a single parent household and 
fewer than half of all Black children lived in two parent 
families,^^ Of all children in single-parent families headed by 
a woman, over 50 percent were living below the poverty level. 
Children in such families are most likely at a higher than 
average risk of emotional problems and may lack adequate 
health care. Many mothers are required to work full-time, due 
to single parent status or other economic circumstances. In 
many such households children are more likely to be unsuper- 
vised after school and are thus more vulnerable to accident; 
and other health risks. 



Food Programs 

Children from birth to five years of age, who are "at risk" for 
some kind of health or nutritional problem, and at or below 
185 percent of the poverty level, are eligible for the federally- 
funded Special Supplementary Feeding Program for the 
Women, Infants, and Children Program (W.I.C.) W.I.C. issues 
coupons to obtain formula and food products such as cereal, 
juice, milk, cheese, etc. In the Wayne County Department of 
Health, the approximately twenty-five thousand individuals 
entered yearly in the W.I.C. program receive some form of 
nutritional counseling. Last year approximately 81 percent of 
these were Black children, 13 percent were White, 3 percent 
were Hispanic and less than one percent were American In- 
dian or Asian/Pacific Islander.^^ 

The goal of the Lunchand Breakfast Program is to providebalancec 
meals for low income children at school, either free or at 40 percent 
of cost. Of 672,625 students served at present, 38.9 percent receive 
free meals and 5.2 percent receive reduced-rate meals; the rest pur- 
chase meals at full price.^^ 



Unintentional and 
Intentional Injuries 

Injury has a disproportionate impact on the young. Accidents 
were the leading cause of death for Michigan children age 1- 
14 in 1984 (Whites: 22.2, Blacks: 14.2 per 100,000)." In 1985, 
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there were 29^56 hospitalizations of children, age 0-19, due to 
injury in Michigan, making it the second leading cause of 
hospitalizations for children. Furthermore, injury was the 
leading cause of non-birth related deaths among Michigan 
children in 1985 (660 deaths). 

Studies show that child abuse and neglect is increasing— about one 
million children in America are abused and neglected. Between 
1{)0,000-200/)00 are physically abused, eOJCXmOOJOOO are sexually 
abused and th^ remainder neglected. According to a national study 
children age 3-5 and 15-17 are the most vulnerable \*o abuse and 
neglect. This study also reveals that there is an increase in family 
violence especially among younger parents.^"* 

Homicide was the second highest cause of death among Black 
children age M4 in Michigan in 1984. The rate was nearly 8 
times higher than the While rate for the same age group 
(Blacks: 83, Whites: 1.1 per 100,000).^^ Likewise, intentional 
mjury was the leading cause of injury-related hospitalizations 
for Black children age 0-19 (895 cases). The rate of hospitaliza- 
tion of Black children for intentional injury was more than 
three times that for White children. Of the nearly 800 Black 
homicide victims in 1986, over 500 were under the age of 35 
years. The years of potential life lost before age 65 (YPLL) is 16 
times higher for Black males than for White males and 7 times 
higher for Black females than for White females. Deaths from 
suicide and homicide were three times higher for Black 
children than White children in 1982 (age 0-19). Death rates 
from drowning were slightly ^(gher for Black children than 
White children. Deaths from bums were six times higher for 
Blacks than for Whites.^^ 



Homicide was the 
second highest cau3e of 
death among Black 
children age hi 4 in 
Miciilganin 1984. 



Health Education 

Health practices that are learned in childhood continue into adul- 
thood. TTierefore, it is important that children learn proper health 
behaviors, such as eating nutritious meals and getting the proper 
rcstat flight. Education of theyoungis, therefore,an important in- 
tervention strategy.*^ 

Smoking prevention and cessation 

Studies reveal that children are engaging in many unhealthful be- 
haviors that could influence their health as adults. For example, 
cigarette smoking is a major risk factor for cancer and cardiovas- 
cuJar disease. A 1986 national survey reveals that 19 percent of high 
school^seniors smoke daily and that 68 percent had smoked at least 
once. Most people begin smoking during junior or senior high 
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school. Effective prevention efforts targeted at children, therefore, 
are an especially important area for public health action. 

Schools provide an ideal opportunity to give children health care 
information. For example, the Know Your Body program provides 
health screening and health education to school age children . This 
program deals with cardiovascular risk tactors such as hyper- 
cholesterolemia, obesity and cigarette smoking. 

The Minnesota Heart Health Program is based upon the con- 
cept that behavioral habits are learned and influenced to a 
large extent by the surrounding culture. The project involves 
community groups, physicians and health professionals and 
provides risk factor screening programs and health education 
classes to the public. The education strategies also include 
media-based information, smoking cessation projects in 
schools, education for health professionals, and community- 
wide risk factor campaigns. Community coalitions can be 
effective in enhancing awareness about health issues and 
changing the climate of opinion about health behaviors. 

In Michigan, the Department of Public Health is funding several 
projects throughout the state that are modeled upon the Minnesota 
Heart Health Program. The Michigan projects are aimed at women 
of childbearing age and children. 

One Michigan project is taking place in Genesee County where 
there is a large minority population and a high infant mortality 
rate. This 18-month Genesee County Health Department 
program provides a smoking cessation clinic to women in the 
Special Supplemental Feeding Program for Women Infants 
and Children and also provides smoking prevention activities 
targeted at school children aged 11 to 18. This program invol- 
ves community groups like the Scouts, Big Brothers and Big 



licit drugs at least once. The percentage using particular illicit 
drugs was as follows: marijuana-51 percent, stimulants-23 per- 
cent, inhalants-20 percent, cocaine-17 percent. Alcohol was the 
most commonly used drug, however, with reported use 
remaining stable at approximately 90 percent since 1975. The 
use of sedan vos and tranquilizers decreased somewhat since 
1975. The rate of cocaine use, however, increased from 9 per- 
cent in 1975 to 17 percent in 1986. 

Current drug use prevalence was higjher among seniors from urban 
areas and among those who did not plan to attend or complete col- 
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lege.Forexample,theprevalenceofc(xaineuseinmajorurbana^^ 
was 185 percent as compared to 9.9 percent in non-urban areas. 
Among seniors with plans to complete college, 10.6 percent report 
having ever used cocaine as compared to 14.4 percent of those who 
did not plan to attend college. Drug use may be higher than average 
among minority students since most reside in urban areas and are 
less likely than their non-minority counterparts to attend college. 

In Detroit, 85 percent of the youths age 9-18 who requested 
treatment for c' abuse from the Detroit Health Department 
during 1985/8o were Black.^ The primary substances abused 
by all youths seeking treatment were marijuana (60.1 percent), 
alcohol (153 percent), cocaine (12 percent) and other (12.6 per- 
cent). Although adults are more likely to seek treatment than 
are youths (11,227 adults in 1984/85; 176 youths 1985/86), al- 
most all adults admitted to the reatment program reported 
that they began using drugs during their teen years.^ 



Nutrition 

Poor nutritional habits learned in childhood may result in hy- 
pertension, hyperiipidemia and cardiovascular illness in 
adulthood. For example, due to poor dietary habits, the typi- 
cal intake of sodium in this country is much higher than that 
recommended by the Food and Nutrition Board of the Nation- 
al Research Council (1980) of 1 gram of sodium per 1,000 
calories consumed.^^ While the effects of sodium on blood 
pressure in children is unexamined, this dietary habit is very 
unhealthful for many salt-sensitive adults. 

The consumption of fatty and high calorie foods has been 
shown to have negative health effects upon children as well as 
adults. For example, fatty foods have been shown to elevate 
cholesterol levels in children. According to a recent survey 
from the National Institute of Health (1985), 25 percent of the 
nation's children have elevated cholesterol levels that could be 
decreased with improvements in diet. Furthermore, excessive 
consumption of high calorie foods may result in overnourish- 
ment and obesity. It is important, therefore, that children 
develop good eating habits to assure their good health as 
children and as adults. 

Children could be helped In developing good eating habits 
through the efforts of schools districts. Districts should be en- 
couraged to provide lunches that meet current guidelines in 
terms of sodium, fat and sugar content. Furthermore, non- 
nutritious "junk foods" should be removed from school lunch 
programs and vending machines that are placed in schools. 



School districts sfiould be 
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Conclusion 

Childhood is a time of vulnerability but also a time of opportunity. 
Public health programming targeted at children can have an espe- 
cially important impact on the future health of the state. Minority 
children face greater health problems than do non-minority 
children. Therefore, it is especially important to focus public healdi 
efforts on assisting minority communities and children in o verconv 
ing health problems so they can reach their full potential. 
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Health is a central concern to the elderly since they are more sus- 
ceptible to disease and ill health than are younger persons. Indeed, 
the Michigan Officeof Services to the Aging reports thatnearly one- 
quarter of their sample of Michiganders over 60 consider 
themselves to be in fair, poor or veiy poor health^ In addition to 
having critical b'^alth needs, the elderly often must rely on others 
for assistance in otder for these needs to be met. Discrimination and 
poorer economic status exacerbates the problems faced by the 
minority dderiy. 

Characteristics of Elderly 
in Michigan 

In Michigan in 1985, there were 1.4 million persons over the age of 
60. According to the Michigan Needs Assessment of the 60 and Over 
Population, 283 percent of tliis group are over age 75, 622 percent 
are female, and 385 percent live alont. As found nationally, the 
propoition of this group over 75, female and living alone is becom- 
ing greater in Michigan. Ninety-one percent of those over sbcty are 
White, nine percent are Bla ck, 02 percent are Hispanic, and 02 per- 
cent are Native American. Thirty-five percent live in dties, 17 
percent live in suburbs and 31 percent live in small towns and 18 
percent live in rural areas. 

Twenty-two percentindicatethatinsuffidentincomewasaconcem. 
Fifty^k percent use sodal security as their main source of income 
and 23 percent are at or below 125 percent of po vertj: The service 



Er|c 127 



124 



Minority Health in Michigan 



The inability of many 
elderly to maintain ttieir 
own tiomes and ttie age 
of these homes may put 
the elderiy at special risic 
of living in unsafe and 
unsatisfactory housing. 



most frequenfly requested by the elderly in this study was transpor- 
tation (22 percent). 

Home maintenence was also a serious problem for the elderly, of 
which 82 percent own their own homes. While 94 percent of elder- 
ly homeowners are satisfied with their current housing, many are 
not able to make home repairs (73 percent of homeowners) and 
some had difficulty paying for housing and up keep. Twenty-three 
perxiient of this group report that their home is poorly insulated and 
25 percent of the elderly are living in houses that are over 50 years 
in age. The inability of many elderly to n^intain their own homes 
and the age of these homes may put the elderly at special risk of 
living in unsafe and unsatisfactory housing. 

This study also reveals that the elderly perceive their most serious 
problem to be poor health (25.7 percent report this) with 25 percent 
reporting poor or fair health. Twenty-three percent have been bed- 
ridden in the previous six months, and 23.4 percent have been 
hospitalized. The five most frequently reported illnesses or 
symptoms among the elderly are joint problems (64.0 percent), sight 
problems (56.1 percent), high blood pressure (49.0 percent), over- 
weight (34.6 percenO and hearing problems (23.6 percent). 

The amount of research evidence linking behavioral changes to 
reduced risk of disease in older adults is much less than in younger 
and nrdddle-age groups. Some exceptions are smoking cessation 
and the control of hypertension. Other risk factors which have been 
present for decades niay have worked an irreversible effect by the 
time a person has reached older adulthood. Risk areas that can be 
modified in older adults include smoking, diet, exerdse, hyperten- 
sion, stress and isolation, and substance abuse. 

Another important health care problem for older adults is the use 
of medication. Those over 65 comprise about 11 percent of the 
nation's population, but consume about 25 percent of all prescrip- 
tions annually.^ Older persons who have multiple chronic illnesses 
are likely to be taking several medications at once which increases 
the risk of undesirable drug interactions. In one Michigan regional 
psychiatric hospital, 65 percent of the older adult admissions for 
"enwtional problems'' weie medication related. 

The cost of medications isalso a serious problem for the elderly New 
Jersey and Pennsylvania are conducting programs that provide 
pharmaceutical aid to the elderly Those enrolled in these programs 
spend approximately $300 per year on the average on prescrip- 
tions.^ The Michigan House Bill 4141, which was passed into law 
April 28, 1988, is designed to establish an "Older Person's Prescrip- 
tion Drug Coverage Program" within the Office of Services to the 
Aging. This program will provide pharmaceutical services to needy 
persons 62 years and over who are not eligible for Medicaid. The 
Michigan (5ffice on Services to the Aging estimates that there are 
202,188 persons in the State age 62 and over who would qualify for 
the proposed program. 
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A 1982 needs assessment survey of Detroit elderly (60 and 
over) shows that poor health, restricted mobility and insuffi- 
cient income were among the most frequently mentioned 
problems. When asked what services they would like to see 
improved for seniors, 22 percent requested transportation ser- 
vices. Many of the elderly have no car or drivers license and 
are dependent upon others for daily transportation. Fourteen 
percent of the respondents mentioned home meal programs 
and another 14 percent mentioned home nursing care. Given 
that transportation is a problem for the elderly, it is difficult 
for many to attend congregate feeding programs and other 
programs that require travel. Increased sensitively should be 
given to the transportation needs of the elderly. 

When asked about local service programs, 20.5 percent of the elder- 
ly report that they were unaware of these programs. This survey 
also reveals that certain subgroups, particularly Black males, were 
unaware of some of the services available to them. The report ad- 
vises that elderly who are poor, homebound. Black and ;yithout 
transportation are the ones who would benefit most from impioved 
services. Not surprisingly, the elderiy in Detroit are more in need 
than are those in the surrounding suburbs. 



Increased sensitively 
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Minority Elderly 

The U.S. Bureau of the Census reports that more than one-thiid of 
Blacks 65 and over were poor. Blacks over 65 were three times more 
likely to be poor than were their White counterparts.^ More than 
one-half (55.1 percent) of all Blacks 65 or older regard their health to 
be only fair or poor, as compared to 33.1 percent of older Whites. 
Poor health is more likely to restrict the health of older Blacks than 
older Whites (43.4 vs. 30.8 restricted days/year).^ 

The report from the State of Michigan Office of Services to the Aging 
compares the health status of Blacks and other minorities to that of 
the White elderly for the state.^ As found nationally those who are 
minority members or on a limited income were more likely to suf- 
fer poor health and to have poorer access to health care. Those at or 
below 125 percent of the poverty level reported a higher incidence 
of all illnesses or risk factors, except obesity, than did those with 
higher incomes. Black elderly were much voore likely to experience 
anemia, diabetes, allergies and hayfever, and hypertension than 
were White elderly. 
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Access to Health Care 

Accoxding to the report from the Office of Services to the Aging, al- 
most all (96 percent) of the respondents report that they are covered 
by health insurance. Ten percent report coverage from Medicaid, 13 
percent from Medicare plan A only and 55 percent from Medicare 
A&B. Only 72 percent have insurance to supplement their coverage 
from Medicare. Those in poverty and minorities were most likely io 
indicate that they cou.>^5 not receive good medical care. Furthermore, 
minorities and the poor were more likely than other elderly to report 
using clinics and other ''impersonar forms of care. It is encourag- 
ing, however, that Blacks, other minorities, and the poor were more 
likely to have had a general health checkup in the previous six 
months than were other groups. Thus, in this instance those with 
greater need do show a greater use of the health care sj^tem. 



Programs 

Food programs 

The Title HI C congregate and home-delivered meal programs, 
which are funded by the Older Americans Act, provide nutritional 
and health education to individuals 60 and older throughout the 
state via 14 area agencies. These programs receive 75 percent of their 
funding from federal dollars and 25 percent from state funding. 

The number of meals provided is limited and this program 
cannot serve all of those in need. Fui .hermore, no transporta- 
tion is provided to take the elderly to the congregate feeding 
sites. Since many cannot travel to the feeding sites, the num- 
ber of elderly who require home-delivered meals is especially 
great. In many areas, people are on waiting lists for home- 
delivered meals. Nevertheless, there are fewer funds available 
for thii? service than for congregate meals. 



Social Services 

Title in B sodal services, which are also funded by the Older 
Americans Act, provide adult day care, health screening, chore ser- 
vices, home repair, transportation and personal care. The funds for 
these services are also very limited and cannot meet the demand. 
As noted in the Needs Assessment report, many seniors require as- 
sistance with chores and daily activites. Without such assistance, 
n\any are forced to become dependent upon others or move into 
nursing homes. Some elderly on Medicaid, however, have difficul- 
ty being admitted to a nursing home due to lower payment rates. 
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Therefore, for many poor elderly who require assistance in daily ac- 
tivities and self<are there is no source of relief or help. 

PamiUes who care for the elderly also benefit from services such as 
adult day care, transportation chore services and other activities 
which relieve the caregiver from some responsibilities and provide 
respite tin>e. This is especially important since many of these 
caregivers are themselves older^^ and do not have the energy or 
health required to provide constant care to another. 

Studiesshow that social support of family friendsand church mem- 
bers is extremely important to elderly Blacks particularly those of 
lower income. These supports have been shown to be important 
for daily activities as well as for participation in local and federally 
provided services. Government agencies, social workers, etc. 
should use churches and the clergy as liaisons between service or- 
ganizations and the elderly It is also recommended that the 
government support and encourage those groups that foster 
friendships among the elderly (e.g.. Senior Companion Program, 
Foster Grandparent Program, Retired Senior Volunteer Program). 
Furtheimore, programs that provide me elderly with in-home as- 
sistance (e.g.. Meals on Wheels and Home Health Care Services) 
should be encouraged since \hey oliow elderly persons who might 
otherwise be institutionalized to remain in the community. 
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Chapter Fourteen 



ACCESS TO 
CARE 



Minorities in Michigan and in the nation do not have adequate access 
to health care. Minority individuals suffer from poorer health status 
according to measures of premature mortality and excess morbidity. 
They are less likely to have seen a physician in the last year and use 
proportionately far fewer physician visits than do non-minorities. 

Between 1982 and 1986 the overall use of medical caredeclined con- 
siderably as measured in tenns of hospital care and per capita 
physician visits. The decline in access to physician care was par- 
ticularly evident for those who were poor, Black or in ill health. The 
Blackand Hispanic populations continue to receive proportionately 
less hospital care than would be appropriate for their poorer health. 
'Technological advances have not significantly benefited minority 
populations/' the Ohio Govemor'sTfek Force on Black and Minority 
Health concluded, "because of barriers to early access to the health 
care deliveiy system. The economically disadvantaged have limited 
access to care. MirK)rities are disproportionately poor/'^ 

Contrary to what might be assumed from the extensive discussion 
about the over use of medical care, research indicates serious under 
use of key medical services by minorities. Minorities lend to be 
poorer and sicker than the population as a whole.^ The distinctive 
cultures of minority populations must also be taken into account 
when the issue of access to care is addressed. In the discussion that 
follows, three types of barriers to health rare for minorities will be 
presented: 1) physical /geographic, 2) rinandal /economic and 3) 
cultural/struchu*al. 
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Physical/ Geographic 
Barriers 

Physical barriers are when a service is not located in geographic 
proximity to the prospective patient or not available in sufficient 
quantity to the patient if all other barriers were removed. Although 
we lack a quantitative measure summarizing all features of access 
(geographical, financial, social, ethnic, oiltural),^ components of 
physical access have not only been quantified, but national stand- 
aids have been devised. Tne principal components considered are 
travel time, appointment lag time, and office waiting room time.^ 
Under most circumstances, a source of primaiy care should be 
within 30 minutes travel time, appointments should be available 
within one week of calling, and waiting time should be no longer 
than thirty minutes. These standards were de'^eloped asingnation- 
al averages and provide a quantitative indicator by which to 
measure physical access. 

The availability of hospital caie is also of concern. An important 
measure of theavailability of hospital care might be the occupancy 
levels for existing hospitals or more specifically the ratio of hospital 
days available per thousand population to hospital days used per 
thousand population. 

Data needed to assess physical access in Michigan include, lists of 
medically underserved and health professional shortage areas in the 
state, location of significant numbers of minority populations, rates 
of automobile ownership, hospital bed availability and hospital oc- 
cupancy rates. 

Shannon and Bashshur in a study of physical access amongNative 
Americans in IDetroit found that on the average respondents to their 
survey experienced less travel time and shorter waiting time for ap- 
pointments than the national standard. Office waiting time, 
however, was somewhat longer than the national rtandard.^ The 
overall index of physical access (a weighted average of these three 
factors) was somewhat more favorable than the national standards. 
Nevertheless, 11 percent of respondents were dissatisfied with the 
travel tinrie to the physician, 25 percent were dissatisfied with the 
waiting time for an appointment and 48 percent were dissatisfied 
with the in office waiting time. National data indicate that both 
Blacks and Hispanics experienced significantly longer office wait- 
ing time than did Whites and were somewhat more likely than 
Whites to spend more than thiity minutes in travel time to their 
usual source of care.^ 

Physical access to health care appears to be relatively gocxl in many 
parts of the state. In rural areas, patients may have longdistances to 
travel to providers. In urban areas, many minorities are dependent 
on public transportation, the costs of which can be a major barrier 
to access to services. In Wayne County, a program has been initiated 
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lo provide taxi tokens to low income pregnant women in need of 
prenatal services. Other programs reimburse clients or friends of 
clients for the costs of transportation. Such programs are needed in 
other parts of the state. Limited service hours and difficulties faced 
by parents who need baby sitting assistance in order to access care 
are also related barriers to access? 

Physical access to providers is especially problematical for migrant 
workers and their fami^'es, the majority of whom are Mexican 
American. Long work Lours and the mobility of these families 
makes keeping of appointments difficult. 



Financial/Economic 
Barriers 

Since the mere presence of adequate health care services does not 
insure access, other types of access barriers must be considered. As 
stated in the Ohio TaskForteReport on BbckandMiwrity Health, "The 
first n^jor barrier to health care access is financial. The poor, often 
unable to afford early intervention, postpone care until disease 
processes are at a critical stage when the possibility of survival is 
minimized.'' The loss of productive years of life is enormous. 

The Medicaid program has done much to address the health care 
needs of the poor. Community Health Centers and Migrant Health 
Centers provide primary care in many communi ties. Na tional Heal th 
Service Corps physicians have been placed in areas with a shortage 
of health professionals. Nevertheless, the resources provided these 
programs fall far short of the need and economic deprivation remains 
a significant banrier to the receipt of health services 

Economic factors create barriers to heal th care in at least three ways. 
The most oh'/ious is that persons unable to afford health care often 
do not seek it until forced to do so by the severity of the illness. 
Second, providers of health care are often unwilling to provide ser- 
vices to persons with no means to pay or who rely on public 
programs like Medicaid. Third, treating illness at an advanced stage 
is almost always much moreexpensive than preventive careor eariy 
intervention. This poor use of resources places strains on the entire 
system and reduces the amount of resources available lo subsidize 
the care of poor people; it also shrinks the size of the delivery sys- 
tOT, making fewer resources available to the entire population. 

The ability to pay for health services is one of the most important 
factors determining their use. Since the inability to pay is a major 
barrier to health service delivery, the fact that the uninsured ex- 
perience serious problems in obtaining needed medical care is not 
surprising. A 1982 Harris survey found that the uninsured use less 
medica! services, espedally physician visits with uninsured Blacks 
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ranking last in rates of use. The Robert Wood Johnson's Special 
Report on xess to Health Cane" found that in 1986 twiceas many 
uninsured people as insured people had no regular source of nn^di- 
cal care. The report found that 10 percent of Blacks and 20 percent 
of Hispanics were uninsured compared with 75 percent of the non- 
Hispanic White population. The Michigan League For Human 
Services in its 1986 study of the uninsured in Michigan found unin- 
sured rales of 11.4 percent forBlacks, 13.6 percent for Hispanics, and 
183 percent for other minorities compared with a rate of 105 per- 
cent for non-Hispanic Whites (Table 14-1).^^ With the continuing 
problem of plant closings in Michigan, concx?m about loss of health 
insurance coverage by many workers is gjowing. 

In a national sample of Black adults, uninsured respondents were 
more likely to believe that it was difficult for them to receive care 
and that the care they were receiving was inadequate.^^ The unin- 
sured respondents were also less likely to use physicians in private 
practice. In general the uninsured used fewer health services, espe- 
cially when measured in terms of physician visits per year. 

Guendelman and Schwable, in their study of Hispanic children, 
found that both low income and poor insurance coverage decreased 
the children's use of preventive care and phvsidan utilization. 
Black children were four times more likely and Hispanic children 
were three times more likely to come from families earning less than 
$7000 per year as were White children. Far fewer minority children 
came from fan^ulies caming over $24,000. For Black and Hispanic 
children, enti;. into the health care delivery system was inversely 
related to family size. The greatest enhancers of entiy were income 
and Medicaid coverage. For White children, health status was sig- 
nificantly more important in predicting entry into the health care 
deliver}' system. Public insurancx} appeared to be the single most 
important facilitator of entiy for minorities who lack adequate 
health coverage.^^ Income was another important fadlitater which 
was much more powerful for minurities than for Whites. 

The best predictors of the volume of health services used were 
health status and age of the child (with older children receiving less 
care). Socioeconomic factors weresignificant boosters of the volume 
of health services used for minorities, but they were not as impor- 
tant as the need factors.^^ 

Another set of barriers often overlooked are related to the nature of 
third party reimbursement plans wliich arc usually based on stand- 
ards derived from the population as a whole. Minorities are often 
significantly sicker than non-minorities who present themselves for 
titjatment with the same diagnosis. Consequently providers are 
oftea paid proportionately less for the services provided to 
minorities. The long-term effect of this policy for providers who see 
a significant number of minorities as patients may be a choice be- 
tween reduced income or providing less than optimal care. 
E\ndence of the negative impact of current payment mechanisms is 
the growing number of Michigan physicians who will not accept 
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Medicaid patients and the disappearance of the traditionally Black 
hospital. Both trends limit the access of minorities to needed health 
care. In order to obtain equity in access for minorities, health care 
payment mechanisms must be reviewed with regani to the special 
circumstances of minority patients. 

A finding of both the Robert Wood Johnson Report and the Neigh- 
bors and Jackson study is that the Emergency Room (ER) is seen by 
the poor, minorities and the uninsured as a source of care with rela- 
tively few barriers. This leads to inappropriateuse of oneofthemost 
expensive sources of ambulatory care. 

An increasingly important factor influencing the decision of 
providers to provide care in Michigan and especially in V\feyne 
County (the county with the largest percentage of minorities) is the 
high rate of medical malpractice liability insurance. Hospitals in 
Wayne County pay the highest medical malpractice rate per oc- 
cupied bed in the nation. Physicians (particularly those in the higher 
riskspecialties) in Wayne County, are paving the highest rates in the 
state and in some instances the nation. 



Cultural/ Structural Barriers 

Cultural acceptability of services is an issue that must be con- 
sidered in attempts to enhance minority access to the health 
care system. The health care delivery system has evolved with 
partial and inadequate participation by minority com- 
munities. Until quite recently, the health care system in 
Michigan was largely a segregated one. Even today, according 
to the Ohio Task Force on Black and Minority Health, "most 
health services today are planned, designed, and implemented 
in a manner which excludes the values, beliefs and attitudes 
of the minority community." "This lack of cultural sensitivity 
by the health care system," the Ohio task force concluded, 
"results in treatment and care being provided in a context that 
lacks meaning for minorities." The result is outcomes which 
are "less than optimal."'*^ 

One apparent consequence of cultural/structural health system 
barriers is that Black children make much less use of the health care 
delivery system than do their White counterparts.^^ This occurs 
despite the poorer health status of Black children. Modifications in 
the s)|tem can lead to improved access, however. Orr, Miller and 
Jamer found that when a delivery system was expressly designed 
and operated in such a manner as to diminish or eliminate struc- 
tural barriers. Black children made equal or greater use of health 
care services than did White children. Among the structural 
modifications in this study were expansion of office hours, follow 
up of patients, and inclusion of minority individuals as staff mem- 
bers. These findings strongly indicate that structural barriers are 
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significant detemunants of the use of health care services, and that 
culturally related barriers can be overconve. The study did not take 
into account children who never entered the delivery system. It nuy 
well be that cultural barriers are more powerful in the decision to 
seek entry into the system. 

Berkanovic and Tfelesky^^ and Hanvood^ contend that differences 
in health care utilization may be the result of culturally determined 
patterns that were developed in response to a specific need or situa- 
tion.^ For decades after slavery, mainstream health care was usually 
not accessible to Blacks, primarily because of discrimination. 
Washington^^ for example, states that Blacks in Detroit in the 1920s 
had access to hospital clinics, but were able to use hospital bedsonly 
in obstetrical cases. Although many of these barriers no longer exist, 
irany Black Americans continue Uie traditional practices of health 
seeking bdiavior. 

Hispanics fiace a number of cultural and structural barriers to care. 
Language is a significant barrier, particularly for those who are 
fordgn bom. Spanish speaking Hisparucs are especially likely to 
have no regular source of medical care. In addition, many Hispanics 
from rural areas are unfamiliar with delivery of services in snull a nd 
large dties. Furthermore, it has been found that Hisparvcs use 
preventive health care measures and medical examinations less 
than others.^ Key Hisparuc irJbrmants surveyed by the Depart- 
ment of Mental Health emphasized the importance of 
bilingual/bicultural staffing of health services if these services are 
to be accessible to Hispanics."^ 

Structural and cultural problems vAUtx access to care are problems 
for Native Anoericans, The Report of the Directo/s Indian Health Task 
Force noted that the "many resource providers, both private and 
public, mistakenly assume that Indians are solely the responsibility 
of ... the Indian Health Service.''^ The Indian Health Services's 
(IHS) Kincheloe Health Center and the IHS-supported tribal health 
centers provide health services to only one sixth of the Michigan In- 
dian population. The Detroit Indian Health Center is an IHS funded 
urban Indian health facility. Its resources for reaching the substan- 
tial urban Jndi Dulation in southeast Michigan are limited. The 
Indian T^sk Fc. report also noted a number of other access 
problems facing Indians: 

. . . insufficient numbers of trained Indian health professbnals; 
discriminatwn or cultural insensitivity by non-Indianpraviders 
toward Indians; inadequate Indian outreach; and lack of 
knowledge and sensithnh/ toward Indians by State and local 
health department staff. 

Reftrgees and immigrants from Southeast Asia are another group 
with special access probles ' Language difficulties are a barrier to 
care and there appear to l/O delays in seeking access to care. The 
number of imnugrants from Southeast Asia arrivingin Michigan 
between 1975 and 1985 has been estimated at lO^QOr The heavy 
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influx of immigrants in Arab American communities in Michigan 
has led to similar access problems for this population.^^ 

If health professionals recognize cultural variables as they 
apply to various ethnic groups, health programs can be more 
appropriately tailored to the needs of the minority community. 
For intervention strategies to work in minority communities, 
professionals must be av/are of what the client is likely to be 
thinking and have a broad understanding of the term health. 
They must also understand how health is likely to be under- 
stood by the communities in which they are working, 
understand the factors that influence health status, and real- 
ize the powerful, lingering effects of discrimination on 
minority communities. 



Other Issues 



The discussion of access inherently assumes that each person is 
somehow tied to a physical location. Location or home serves as the 
reference point from wliich we make the determination of whether 
the individuals' needs arebeing met Piid ftom which corrective ac- 
tion is taken. In Michigan, as around the country there is a growing 
segment of the population that is not counted and notconsidered— 
the homeless. While there are no "good'' figures, estimates of the 
number of homeless in the state vary from lO/XX) to more than 
25,000. These citizens are disproportionately minority. In the Detroit 
area, it is estimated that 79 percent of the homeless are Black, 3 per- 
cent are other minorities, and 18 percent are White. It is estimated 
thatapproximately25to30percentofthehomelesshave psychiatric 
problems which make it difficult for them to operate a convention- 
al household. The homelessare predominately a youngpopulation. 
TheDetroit data indicate thatalmost 30 percentofthemarechildren 
under the age of 13. Another 6 percent are between the ages of 13 
and 19. The great bulk of the homeless (49 percent), are aged 20 to 
44. Thirteen percent are between 45 and 64, while 3 percent are 65 
or oven Almost 55 percent of the homeless are male. Fdnale single 
parents and their children comprise 32 percent of homeless in- 
dividuals. The homeless cany with them a great burden of 
medical problems such as hypertension and chemical dependency. 



/n Michigan, as around 
ftie country ftiere is a 
grovsing segment of the 
population tfiatis not 
counted and not 
considered— ttie 
tiomeless. 



Conclusion 

As theGovemor'sTaskForceon Access to Health Care approaches 
thequestionofprovidingforallinnced,itwill ofnecessity focus on 
the problems of minorities. Among the defidendes affecting 
minorities that must be addressed: the problem of entry into the 
health care system by the uninsured and inadequate access to care 
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by children. Plans for universal coverage of all residents are being 
considered by a number of states and should be considered by the 
Michigan task force. Public progran^ such as Medicaid, the Com- 
munity Health Centers, Migrant Health Centers, and the National 
Health Service Corps have been a major vehicle for expanding 
health care coverage for minorities. The grovring radal disparity in 
health status requires renewed effort at improving access to care for 
minorities in Michigan. 
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JOBS AND 
EDUCATION 



Economic Background 

The economic deprivation experienced by minority communities 
underlies many of the health problems which these communities 
endure. In their review of the literahire on the impact of soda 
economic position on health status for the Secretar/s Task Force on 
Black and Mijiority Health, Haan and Kaplan conclude that a sig- 
nificant portion of the minority/While differential in health 
outcomes can be explained by differences in socio^nomic posi- 
tion. They die studies of all- cause mortality, survival differences in 
cancer of the breast and prostate, male lung cancer inddence, mor- 
tality of coronary heart disease, and infant mortality which show a 
significant reduction in the radal differentials when sodo-economic 
position is taken into account 

Historically minority groups have experienced discrimination that 
has placed a disproportionately laige segment of their members in 
depressed economic situations. Althou^ the spedfic forms of dis- 
crimination experienced by each minority group varied, systematic 
segregation in jobs, housing, education, and health care continued 
into aie twentieth centuiy and was a common reality endured by 
all minority groups just a generation ago. 

In the wake of the d vil rights movement of the 1950s and 1960s, many 
fomfis of institutionalized segregation in public accommodations, 
education, and health care delivery have been eliminated and 
progress was achieved in a number of areas. Between 1966 and 1975, 
there were significant increases in the Black share of employment in 
many job categories, especially offidals and managers, professionals, 
technidans, sales workers, office and derical workers, and craft 
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Some economic 
indicators show not only 
a slowing of progress but 
a regression in tf)e status 
of minorities in recent 
years. 



woricere. Since 1975 the Black growth in these job categories has only 
been modest and parity was achieved only among office and clerical 
workers.*^ Even after the progress rcsul ting from the dvil rights nx) ve- 
ment, 1980 Michigan 03nsus data showed a three to one radal gap in 
poverty rates and a two to one gap in unemployment rates. The 1980 
Michigan unemployment rates of 215 percent for Blacks and Native 
Americansand 17.4 percent for Hispanics in 1980 can only be charac- 
terized as depression-level (See Tables 1-3 and 1-4). 

Some economic indicators show not only a slowing of progress but 
a regression in the status of minorities in recent years. Since 1975, 
the overall share of Black employmp ^ declined despite the relative 
increase in the Black population.^ I jrity groups have been more 
severely affected than have Whites uy the erosion of jobs in the 
manufacturing sector. Unemployment rates have continued to rise 
for minority group mc :bers in the 1980s despite an overall im- 
provement in the unemployment rate for the state as a whole. 
Unemployment was deemed the most serious problem facing 
Hispanic communities according to the results of a survey of forty 
key Hispanic informants conducted by the Michigan Department 
of Mental Healtlv^ The continuation of de facto discriminatory bar- 
riers, the resistance to further progress in the dvil rights arena via 
affirmative action programs, inadequate and unequal ftanding of 
public education, and structural changes in the economy appear to 
have led to a regression in both the absolute and relative economic 
status of minorities in Michigan. At the same time, informal 
mechanisms of exclusion and discrimination limit the growth of 
minority participation in higher paid job categories. 



Economic Situation of 
Minority Youth 

The deteriorating economic situation facing minority communities 
hasbeen especially devastating for minorityyouth. The Blackyouth 
unemployment rate in Michigan has not dropped below 50 percent 
since 1980 and has reached as high as 683 percent in 1983. Black 
youth unemployment rates in the 1980s have been between 23 and 
3.7 times as high as White youth unemployment rates. 



Education 

The quest to educate children has been an historic feature of the 
struggle for a better life throughout United States history Progres- 
sive advances have occurred: the establishment of a system of 
universal public education in the nineteenth century, the elimina- 
tion of legal radal segregation in public schoolsin the mid-twentieth 
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centuiy, the widening of minorities' access to higher education 
through theestablishment of affirmative action programsand other 
measures in the 1960s and 1970s. Thus the minority proportion of 
undergraduate enroUnient in Michigan four year public colleges 
and universities increased fiom 6.6 percent to 113 percent between 
1970 and 1976. In private colleges and universities, there was an in- 
crease from 6.3 percent to 155 percent in minority enrollment 
during this period.^ 

The gains of the civil rights period led to an improvement in the 
educational achievement of minority groups but the/ failed to 
eliminate discrimination in the application of societal educational 
resources. As in the economic realm, a regression has occurred in 
the past decade in the educational arena and the radal gap hasagain 
been widening. The minority proportion of undergraduate enroll- 
ment in Michigan schools decreased from 113 percent to 105 
percent in four year public colleges and universities between 1976 
and 1986. In private colleges and universities, the proportion 
dropped from 155 percent to 132.^The proportion of minorities en- 
rolled at the graduate levels has also declined. 

An indication of the radal gap in secondary education is the fact that 
studentshomallminoritygroupsexceptAsian Americans aremore 
likely to drop out of school than are White students. Espedally trou- 
bling is the fact that Michigan drop out rates have increased 

significantly forBlacksandHispanics in thel980s.Theannualdrop 
out rate for Blacks in ninth to twelfth grade increased from 7.8 per- 
cent to 12.0 percent between 1961-82 and 1985 86 (Table 15-1). For 
HiS|>anics, the rate increased from 9.6 percent to 10.9 percent. The 
rates for Blacks and Hispanics are more than twice as high as the 
rate for Whites (45 percent in 1985-86), which has remained essen- 
tially stable in the 1980s. The impact of such high annual drop out 
rates is that nearly half of Black and Hispanic youth enteringninth 
grade do not complete their high school education. Key Hispanic 
informants in the survey conducted for the Department of Mental 
Health identified dropping out of school as the most serious 
problem for Hispanic adolescents. "School was often describal as 
an environment that devalues the Hispanic child's cultural back- 
ground,'' thesurvey report explains, "and is at times outright hostile 
about the child's cultural and linguistic differentness."^ 

The systemic problems of high unemployment levels for minorities 
and inequality in the educational arena are related. Jobs at decent 
wages are a vital factor in family formation and stability. A suppor- 
tive family environment and hope for a future are both important 
factors in educational success. Efforts need to be /iiade at the nation- 
al, state, and local levels to provide jobs, to support families, and 
improve the educational system and its accessabilityand sensitivity 
to minority needs at all levels. A number of positive initiatives arc 
takingplace in Michigan to address these critical systemic problems. 



Nonnbof end Percentaoo of High Schoo* Students Dropphg 
Outo(SchoolPorYoofbyRoco/EttY)ldty,Mchl5on, 1981-66 
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Michigan Youth Corps 

Established in 1983 by the Michigan legislature, theMichigan Youth 
Con^is the largest state-funded sununer job program in thenation. 
Its goals are to provide employment for youth who otherwise might 
not have the opportunity for summer employment, in order to give 
them work experience that might lead to a permanent job. The 
MichiganYouthCorpsisan open program, thatis,anyunemployed 
Michigan resident between the ages of 18 and 21 who applies is 
givenajob,ifoneisavailable.Firstpreferenceinhiringis to find jobs 
for pu-sons who live in households headed by an unemployed per- 
son. Second preference is to find jobs for the oldest applicants. 

Since it first began, over 95,000 Michigan youth have participated 
in the program. Nearly half of the participants have been members 
of minority groups. About 44 percent of participants were Black, 2 
percent were Hispanic, 1 percent were Native American, and less 
than 1 percent were Asian and Pacific Islanders. 

The Michigan Youth Coips employed approximately 22,000 of the 
86,000 youngpersons who were jobless in the summer of 1987. This 
was the first summer that sufficient funding had been allocated to 
provide jobs for all of the applicants; every eligible person who ap- 
plied on time was offered a job. 

All Michigan Youth Coips jobs are full-time; the average job lasts 
eight weeks. Jobs are diverse, and range from working in offices to 
slate parks to day-care centers. Participants are assigned to projects 
sponsored by bothgo vemment and educational institutions, as well 
as public and private non-profit agencies. The hourly rate for 
Michigan Youth Corps participants is $335 and for supervisors if s 
$550; both are hired for the same projects.^ 

To assess the impact of the Michigan Youth Corps, the Department 
of Labor commissioned the Louis Harris and Associates, Inc. to con- 
duct a poll of 1987 participants." According to the Harris report, 
traditional work values are the number one job priority for Youth 
Corps participants. Among the youth who were polled by Harris, 
some 98% said the Youth Corps had met their highest expectations 
in providing the opportunity for responsibility; 97% thought the op- 
portunity for teamwork and completing a project was a \'aluable 
experience. Over one-half the Youth Corps participants landed a 
permanent unsubsidized job shortly thereafter, and another on€^ 
thiid have entered an educational or vocational training program. 

Youth Corps participants reported they liked the people and work, 
the experience of learning new skills and the opportunity to earn 
money "Havingresponsibilit/' was the primary expectation before 
entering the program and the major fulfillment after completing the 
program. 'Teaming how to organize oneself for work'' was the 
second expectation, as well as the second source of satisfaction with 
the program. Regarding the aspirations of participants, 51% 
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reported that they wanted ta go to college, 26% were looking for a 
full-time job, 12% were attending high school or technical .school, 
and 6% were entering the militaiy or studying and working part- 
tin«. The Hanis report concluded, ''There is little doubt that the 
Michigan Youth Corps program could well become a prototype of 
what other states, the federal government, and the private sector 
can hope to emulate." * 

There has been a recommendation to incorporate a health com- 
ponent into the Michigan Youth Corps that might include health 
and nutrition education as weU as health screening. Since poor 
health and nutrition hinder young people in their school activities 
as weU as other facets of life, it makes sense to include a health conv 
ponent in the Michigan Youth Corps. 



Michigan Civilian 
Conservation Corps 

PattemedaaertheDepression-eraavilianCbnservationCorps,the 
Michigan Qvilian Conservation Corps was established by state 
legislation in 1984. Its goals are to improve and protect Michigan's 
natural resources and to offer a positive as well as educational work 
experience for economically disadvantaged youth between theaees 
ofl8and25. ^ 

Since 1984, about 2,800 young people have been employed in the 
Michigan Civilian Conservation Corps; many of these were 
minonty youths. The Department of Natural Resources sponsors 
most of the projects in which the Michigan Qvilian Conservation 
Corps partidpatt ). Skty Michigan counties have Corps sites, ac- 
commodating about 150 different projects throughout the State. 
Corps partidpante are engaged in projects involving trail develop- 
ment, construction and maintenance, and secretarial work. The 
term of employment runs year-round. 

All of the participants in the Michigan Qvilian ConservaHon Corps 
are encouraged to take advantage of job counselingand trainingop- 
portunities; they are given ten paid days of vacation per year for 
these activities. To dale, ten pilot education sites have been estab- 
lished where Corps members can further their education. Many are 
working on General Education Diptomas, and a few are working 
on reading profidency. At least 66% of Midiigan Civilian Conser- 
vation Corps participants who have left the program have found 
new jobs- 
There are 46 year-round Corps-type programs across the country. 
All but two are conservation-oriented, and most are stale-wide 
programs. Midiigan is the only stale in the United Stales having a 
program which targets public assistance r«:ipients. The 5.4 million 
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dollars from the stale allocated to the Michigan Civilian Conserva- 
tion Corps ranks fourth behind siniilar programs in Pennsylvania, 
California and the Qty Volunteer Cbrps in New York City. 



Education Programs 

The Michigan Department of Education received a general educa- 
tion grant in 1985-86 for an Early Childhood Education Pilot Project 
whose goal was the academic preparation of four-year-olds at risk 
for academic failure. Some 694 at risk four-year-olds participated in 
eigl'iteen different programs across the state. Refunded the follow- 
ing year, several new programs were implemented in ten additional 
districts in 1986-87, and three collaborative models also were 
developed. Approximately 186 additional children were served by 
these new programs.^^ 

Although each program in the Early Childhood Education Pilot 
Project was structured along the same lines, variations in the dif- 
ferent programs were tailored according to the individual school 
district. For purposes of selecting the children, some form of assess- 
ment test was given such as the Denver ScreeningTest,Gesell School 
Readiness Test, Peabody Picture Vocabulary Test or Stanford Pres- 
chool Internal/External Scale. Observations of the children in a 
school-like setting also were incorporated in the selection process in 
one way or another. The number of staff working with the various 
programs ranged from four to eight, and generally included one or 
more teachers and paraprofessionals, a sodal worker, as well as 
parent advocates. Besides classroom training, the children involved 
participated in home training sessions after parent/ teacher orienta- 
tioriS had been held. Post-program evaluations were conducted 
using such tests as the DIAL R, Caldwell Preschool Inventory and 
Haslett Development Center Skills Checklist. The overall project 
currently is compiling information from the various phases of the 
evaluation component, and a report is being prepared to assess the 
program's impact. Although not currently fiinded, the objectives of 
the pilot project will be continued through a series of Early 
Childhood Development Grants in the next school year. 

The Ctetroit Compact, created by Governor Blanchard in 1987, has 
as its goal post-secondary school support of Detroit high school 
graduates. The plan calls for public scholarships in combination 
with corporate contributions in order to assist young people to 
rece^'e full financing for college and post-secondary training, as 
well ^3 job and career counseling for graduates. The program is lo- 
cated in Detroit and is operated through the Department of 
Commerce, Detroit Public Schools, New Detroit, Inc. and Wayne 
State University^^ 
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Cabinet Council on 
Human Investment 

The Cabinet Council on Hunnan Investment was foiroed in the 
springof 1987 by Governor Blanchard todevelopand coordinatea 
comprdiensive strategy for the education, training, and retraining 

of Michigan'spresent and future workforce to bestprepare them for 
the jobs of today and tomorrow. 

One of the Council's first initiatives has been the creation of the 
Adult Literacy Task Force, a joint venture with IBM and key state 
departments to develop recommendations for improving the 
workforce literacy of Michigan's present and fiihire workere. Task 
Force members conducted an extensive shidy and interview 
process,capitali2ingon the information obtained from theCoundl's 
involvement in a year-long ten-state national literaq' academy to 
develop state policy The resulting eight recommendations include 
a new definition of workforce literacy, building on the State Board 
of Education's new definition of reading. 

In another related area, the Council's efforts with the lacocca- 
Fraser Commission on Jobs and Economic Development has 
led to a task force whose charge is to identify the basic skills 
workers need for jobs in the future. Their first task is to ex- 
amine issues relative to establishing job skill standards for 
both academic and work employability. 

The Cabinet Council, in partnership with the Govemor's Office for 
Job Training and the Michigan Job Training Cooidinating Council, 
isspearheading a major new initiative— the Michigan Opportunity 
Card. The Card will help eveiy adult get the assessment and train- 
ing needed to be competitive in the job market, and choose where 
those services will be obtained. The card eliminates negative labell- 
ing of persons; all adults will have cards, with magnetic strips 

containingpertinent individual information. TheCanj— along with 
the new workforce literacy definition to drive instrucHonal change, 
the job skill standards to measure success, and a Policy Boiid to 
oversee the design and implementation of an integrated, outcome- 
oriented adult training, education and supportive services 
system— will create a ^stem to meet the demands of the fuhire. 

The Council also is working with the Department of Social Service: 
to establish public and private sector partnerships to find alterna- 
tives for helping dependent citizens aquire the necessaiy skills for 
employment. An outgrowth of such a partnership, the Ingham 
County Project was created to increase welfare job placement rates 
and decrease tlie cost per unit of placement. 

A Neighborhood Restoration Corps, similar to the Michigan 
CivilianCbnservation Corps, hasbeen proposed. Its purpose would 
be to reduce high school dropout rates in urban ireasby creating a 
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work learn of young people; the program combines job training 
with education. This proposal is now part of the Department of 
Commerce's Neighborhood Builders Alliance initiative. 

Enally, the Council is working in conjunr jon with the Department 
of Education to get legislative adoption of the Governor's Educa- 
tional Excellence Challenge. The Challenge includes preschool 
progranf\s, teacher in-service, dropout prevention, periformance 
standards, achievement incentives, choice, and core curriculum. 



Head Start 

The Head Start Program provides comprehensive parenting as well 
as sodal, health and educational services lo low-income children 
aged 3-5. The Program is federally-funded and has been in opera- 
tion in Michigan since 1965. At least 34 public and private sector 
non-profit agencies serve as grantees at the local level. Ap^ 
proximately 22J0O0 children participate in the Program each year. 
Despite some initial controversy, a number of 'Studies have 
demonstrated that Head Start provides Us graduate.; a better start 
in school. The 19S5 Head Start Evaluation, Synthesis, and Utiliza- 
tion Project, moreover, found a reduction in grade-retention for 
Head Start graduates and noted the significant help given by Head 
Start to families under stress.'^^ 



Perry Pre-School Project 

The Perry Pre-School Project within the Ypsilanti public school 
system is a longitudinal research study of the impact of high 
quality early childhood education on disadvanataged 
children. The Perry project involves a developmentally ap- 
propriate curriculum and child-initiated activity. Selection for 
participation in the Perry Ypsilanti preschool project was 
determined by the family's le"^ of poverty. On the average, 
the children who were selec' came from families whose 
parents had at least a ninth grade education, were un- 
employed (42% had neither parent employed) and lived in 
crowded housing at a median of about seven persons in a five- 
room house. All of the families were Black; their children had 
cognitive abilities at age 3 that were below average for their 
socio-economic level.^ 

The Peny project is significant because its impact has been careful- 
ly evaluated. Project researchers collected data on its 123 Black 
participants and on a control group at several different points 
before, during and after the program. They delineated important 
benefits that were derived from the Perry preschool project. Stu- 
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dents who partidpated in the Peny project later required less cost- 
ly forms of education as they processed throu^ school. None 
required instihitionalized care, and very few required special educa- 

tion.ChildrenwhopartidpatedinthePeriypreschoolprogramhad 
significantly higher scores on measures of cogniHve ability than 
those in a control group. The preschool children had higher scores 
on achievement tests in elementary school, at least i-,ntil the eighth 
grade, and they received better ratings by elementary-school 
teachers, at least until the fourth giade. 



Conclusion 

A number of efforts are underway to meet the needs of 
Michiganders in the critical areas of jobs and education. Programs 
that intervene at early stages of the lifecycle arc espedally impor- 
t?nt given the long term consequences of failure in the early ' ^rs. 
Programs in thepivotajareasof employmentand education are im- 
portant ones for the state as a whole and especially for minorities 
who experience significant inequities in the economic and educa- 
tional realms. The provision of good jobs with decei^t wages and 
ftinge benefits enables people to participate in the health care sys- 
temand is beneficial to th?\ economy Advancing toward equality in 
the economic and educational arenas would pronde the public 
health community with a context in which to close the racial cap in 
health stahis. ^ ^ 
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SMOKING 

PREVENTION 

AND 

CESSATION 



Smoking is a factor in many poor health outcomes. Among the 
most important are lung cancer, esophageal cancer, ischemic 
heart disease, stroke, low birth weight, and complications of 
diabetes. According to the Surgeon General's Report on Health 
Promotion and Disease Prevention, smoking leads to more 
preventable illness and death than any other single risk be- 
havior. Specifically, the Surgeon General reports that smoking 
results in 320,000 premature deaths per year and debilitating 
chronic disease in 10 million Americans. 

Not only is smoking prevalence higher within minority than non- 
minority communities, the tobacco industry has targeted 
ad\ erlising toward both Blocks and Hi^nics. These advertise- 
ments appear in magazines for minorities and on billboards in 
minority neighborhoods. Furthermore, cigarette companies spon- 
sor entertainment and cultural events attended predominately by 
minorities and fund educational institutions that serve Blacks. 
These efforts of the tobacco industry increase the urgency and need 
to combat smoking within minority communities. 
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Many in ihe smoking 
cessation rield believe 
that sucti programs are 
most effective wtien tfiey 
occur within establistied 
organizations sucti as 
work places, clubs, 
ctiurcttes and tiospitals. 



Smoking Cessation 
Programs 

General Recommendations 

Although most smokers v^ho have quit do so on their own, several 
evaluation studies of smoldngcessationprDgramsinMichigan have 
demonstrated success with outpatients,^ members of community 
organizations*, and pregnant women.^ Research has also shoi^^v 
however, thav smokers are not likely to volunteer for a cessation 
program, especially if it involves time or financial costs. Many in tihe 
snrkoking cessation field believe that such propr^'xi'- ire most effec- 
tive when they occur within established organs jns such as work 
places, clubs, churches and hospitals.^ this way, the 
oiganizalion's members are more Ukely to find out about the 
programs and can participate in them wittiout making spedal trips 
to a new location. These considerations are especially important for 
minorities who often face considerable financial and transportation 
difficulties. Also, thecessationprogramcanbedevelopedandmain- 
tained more easily and successfully if it is a part of a preexisting 
organization, not an independent p ject. .Additionally, the 
snwkers' friends and acquaintances in the organization can provide 
the frequent social support many 'quitting smokers' require. 

Studies, researchers and applied programs indicate that rewarding 
smokers for not smoking and providing alternate, healthful be- 
haviors is more likely to lead to a reduction in smoking than 
punishing smokers or simply insisting that they stop smoking.^Fur- 
thermore, it has also been shown that programs designed for the 
needs of particular groups are more successful than programs 
aimed, at a general audience.^ This consideration is particularly im- 
portant for minority groups since programs designed for a general 
audience tend to neglect thecultural experience and linguisticneeds 
of minorities. 



Smoking Cessatiu^i 
Qasses and Qinics 

Below are several examples of smoking cessation programs that 
were developed within preexisting organizations. One year quit 
rates for such programs rage from 20-30 percent.^ In forming suc- 
cessful programs it appears that it is important to get the smokers 
to support the program. One way of eliciting support is to involve 
smokers in planning the program rather than planning the program 
for the smoker. 

Some hospitals have developed programs that assist nurses, doc- 
tors and other staff to quit For example, the Lehigh Valley Hospital 
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Center in AUentown, Pennsylvania has been providing cessation 
classes and incentives such as bonuses and savings bond drawings 
since October 1985 to encourage employees to stop smoking. This 
program was developed to help smoking employees prepare for the 
hospital's no-smoking policy which be^ in April, 1986. Accord- 
ing to the hospital director, Jeffrey E. Burtaine, M.D., urine nicotine 
testsindicate that 27pacent of the858 employees who smoked have 
quit as of October 1987, 

Six months after implementation of an employee smokingcessation 
program at Group Health Cooperative of Puget Sound, 29 percent 
of the smoking e .jployees reported smoking fewer cigarettes. The 
average number of dgareifessnwked perday decreased significant- 
ly by 2 cigarettes from 15.6 cigarettes per day. Furthermore, the 
employee support for the project increased. However, project re- 
searches noted that few smokers took advantage of the smoking 
cessation classes that were provided. Unlike the Lehigh Valley 
program, the employees had less voice and participation in the 
project. Given that maintaining morale and unity in the work place 
is necessaiy for the implementation of any policy, the project re- 
searchers concluded that more steps should have been taken to 
involve the smokers in the planning.^^ 

The American Lung Association (ALA) provides smokingcessation 
clinics through local hospitals and clinics. These programs are of- 
fered in a large number of communities and have a one year quit 
rale of approximately 20 percent. The ALA provides training to 
those who wish to become group leaders for the clinic. TVaining 
minorit> .di viduals asgroup leaders strengthens theability of such 
programs to serve minority communities. For example, an Upper 
Peninsula clinic run by a Native American was successful in serv- 
ing Native Americans. According to a Northern ALA 
representative, this program was successful because the program 
educator was able to involve the tribal community and gain its sup- 
port for the program.^^ 

Nicorette, a sugar-free gum containing nicotine, is another techni- 
que to aid smokers to quit. This gum is only a vailableby prescription 
and aeates a blood nicoti <e level similar to that produced by one 
half to one cigarette. Th2 gum helps to reduce nicotine withdrawal 
symptoms wh\e eliminating the negative effects of carbon 
monoxide an ar. This gum, when used correctly, may be helpful 
for many perst ns who are quitting; but it is not to be used by pref ^ 
nant or lactating women. 

The Roswell Memorial Institute found that only five percent 
of gum users continue to use Nicorette after one year. The in- 
stitute also found that this product is most effective when used 
in conjunction with clinics, programs and booklets designed 
for smoking cessation. 



Training minority 
individuals as group 
leaders strengthens ttie 
ability of sr ^:ing 
cessation programs to 
s^'ve minority 
communities. 
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Mass media campaigns 
have a considerable 
potential impact since 
itiey react) many 
individuals wtio are not 
otherwise exposed to 
smoking cessation 
messages. 



Programs Designed to Reach 
Large Nmnbers 

Smoking cessation programs provide opportunities for 
smoKers who are ready to accept assistance in quitting. Other 
approaches aimed at reducing smoking are mass media cam- 
paigns and counseling efforts by physicians. These efforts 
h? e the potential to reach a much larger group thsn smoking 
cessation clinics and programs. This larger audience compen- 
sates for the lower quit rates of approximately 6-15 percent for 
these programs as compared to the higher rates of those 
programs that provide more individualized attention.^^ 

Mass media campaigns 

Mass media campaignsare a useful approach to smoking reduction. 
Mass media campaigns have a considerable potential impact since 
they reach many individuals who are not otherwise exposed to 
smoking cessation messages such as the unemployed, 
homemakers, and others who may have limited contact with or- 
ganizations.^'^ The results of several studies support the usefulness 
of mass media campaigns. For example, Wamer^^ estimated that 
anti-smoking public policies and media publicity that followed the 
1964 Surgeon General's report had a cumulative effect of reducing 
the 1 975 per capita cigarette consumption by 20 to 30 percent. In a 
current review of 40 mass media campaigns, Flay^^ reports that 
campaigns designed to provide information on smoking have been 
shown to be effective in changing the attitudes, beliefs and be- 
haviors of smoker's. This review reveals, furthe more, that the nore 
effective campaigns contained the following factor?: 

1) Temporal endurance 

2) Several, varied announcements 

3) Frequent exposure 

4) Presentation on many media during 'prime time' to insure 
widespread dissemination 

For example, USA Counteradvertising continued for three years 
and had one ?uV " Service Announcement for every three to twelve 
cigareti :omiri ..ciaJs- The mass media have been used not only to 
provide informaiion on the health risks of cigarettes but also for 
televising self-help smoking cessation clinics. Such efforts are cost- 
effective since they reach people who might not be able or wish to 
attend face-to-face clinic programs. Hay concluded that such 
programs are helpful if coordinated with written materials, 
televised group discussion and community organization:?. 

The Role of Physicians 

While some smoking intervention programs o /e substantial 
quit rates, these programs do not reach all peop- . One scarce of 
help that has potential to reach many smokers is the physician. 
Physicians have regular contact with many smokers and the infor- 
mation that they provide is highly aedible to most patient. 
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Studies have shown that a physician's advice to quit may have some 
impact on a smoker's behavior even though the messages are fre- 
quently brief. Furthermore, according to the American Cancer 
Society, smokers report that they would atteirpt to quit if a 
physician requested that they did so.^^ 

AlAough physicians do perceive smoking to be an extremely 
serious health pioblem,^^ there is som^ debate as to whether 
physicians advise all patients who smoke n quit. For example, in a 
national study, only 65 percent of physicians questioned report that 
they advise all patients to quit smoking. The remaining thirty-five 
percent report that they only counsel patients on smoking if it poses 
an immediate health pioblem,^^ Similar results were found in a 
Michigan study in which only 44 percent of the smokers in the study 
report that their physician had ever advised them to quit smoking. 
Furthermore, in Ms study. Black smokers were less likely than 
Whites to report that they had been advised to quit (35 vs. 45 per- 
cent) despite the relatively high incidence of smoking-related 
problems within this gioup?^ 

Surveys indicate that physicians may be reluctant to advise the 
patient to quit smokii)^ because they perceive that their counseling 
is not effective. Physician counseling on smoking cessation does 
have a relatively low success rate of two to five percent.^ This is not 
surprising given that the counseling that is done is often brief (ap- 
proximately two minutes) and usually does not involve further aid 
or information (e.g., a referral or pamphlets). Nevertheless, even a 
two percent success rate would have a sizable national effect if all 
physicians were to counsel their patients to stop smoking. 

Anda et al. suggest that physicians may become able to 
provide additional assistance to their patients if reimburse- 
ment structures were changed.^ Currently, third-part, payers 
do not pay doctors for health education. Reimbursing 
physicians for patient education would encourag doctors to 
provide assistance and counseling to patients for smoking ces- 
sation as Wcfll as many other health problems. 

Community-Based Programs for Smoking Prevention/Cessation 
Several prc^grams have been developed to attack smoking on the 
community level. T\vo such programs are the Pawtucket f-ieart 
Health Prc^am and the Minnesota Heart Health Program. 

The Pawtucket Heart Health Program (PHHP) is a research and 
demonstration project funded by the National Heart, Lung and 
Blood Instihite. It is aimed a predominately blue-collar community 
in southeast New England. The smoking rate in this area is high at 
43.4 percent Initial efforts to enroll smokers in smoking cessation 
clinics through local organizations such as worksites and churches 
drew only 31 participants. In order to attract a lander r mber of 
smokers, those who attended the clinic were ente into a lotteiy. 
The lottery was advertised by flyers and poster^ and the con\- 
munity and by promotions in newspapers and on radio. The lotteiy 
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Since most smokers 
begin smoking prior to 
age 2h smoking 
prevention in sctiool 
children would 
significantly reduce tfie 
prevalence of smoking. 



prizes wem donated by local businesses. These strategies attracted 
112 enrollees. Another successful recruiting technique used in the 
project was a two-day fair to promote the lottery during which 
smokers had one-to-one communications with health profes- 
sionals. At this time, participants were given a choice to quit with 
self-help materials or to join a smoking cessation group. Through 
this strategy, the program gained 256 enrolles. The quit rate for the 
total j)rpgram is estimated at 14-25 percent YMle the program 
evaluators feel that this quit rate is slightly low, they recommend 
the broad-based community efforts and incentives to recruit 
smokers rather than the small risk-reduction clinics. 

The Minnesota Heart Health Program (MHH?) is a 10 year research 
and demonstration project of population-vdde primary prevention 
of cardiovascular disease which includes reduction of risk factors 
including cigarette smoking, blood cholesterol an^i high blood pres- 
sure. Programs are located in three areas in each of three 
states-Minnesota, Noiih Dakota, and South Dakota. This com- 
munity-based approach is based upon the concept that tx;havioral 
habits are learned and influenced to a laige extent by the ivunound- 
ing culture. The project involves community groups, physicians and 
health professionals and provides risk factor screening prDjiiams 
and health education classes to the public. The education strategies 
also include media-based infonnation, smoking cessation projects 
in schools, education for health professionals,and community-wide 
risk factor campaigns. 

In Michigan, the Department of Public Health is funding 
several projects throughout the state that a^e modeled upon 
the Minnesota Heart Health Program. The Michigan projects 
are aimed toward women of childbearing age and children. 
These target groups were selected in order to have the greatest 
health impact. Reducing smoking during pregnancy leads to 
improved birth outcomes. Since most smokers begin smoking 
prior to age 21, smoking prevention in school children wt aid 
significantly reduce the prevalence of smoking. 

One Michigan project is taking place in Genesee County where there 
is a large minority population and a high infant mortality rate. This 
18 month Genesee County Health Department program provides a 
smoking cessation clinic to women in the Special Supplemental 
Feeding Program for Women Infants and Children and to smoking 
prevention activities targeted at school children aged 11 to 18. These 
efforts aiie being coordinated througl 'CONNEXION,Inc.,a preven- 
tion agency working to support heakthful behaviors. This agency 
will involve other community groups like ihe Scouts, Big Brothers 
and Big Sisters and church groups. Genesee plans to produce a final 
rqx)rt on the implementation of their project by February, 1989. Dis- 
trict Health Department #5 is orgarazing smoking prevention 
efforts in its service area. One of the target populations is tfie Black 
community in Lake County. 
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Conclusion 



The detrimsntal health consequences of smoking have been well 
documented. Public health officials view smoking as the number 
one pr^jventable cause of mortality and morbidit}' in the United 
States. Significant progress has been achieved in reducing the 
prevalence of smoking in the general population. In the last few 
years, moreover, societal norms have begun to shift decisively 
a^inst smoking. In view of the high prevalence of smoking in 
minority communities and the focus of tobacco industry advertis- 
ing on these communities, health leaders must pay special attention 
to encouraging smoking prevention and cessation activities among 
minorities. The goal of a smoke free society is only possible if 
minorities are include ' i the anti-smoking ehbrt. 



In view of the high 
prevalence of smoking In 
minority com.munlfles 
and the focus of tobacco 
industry advertising on 
these communities, 
health leaders must pay 
special attention to 
encouraging smoking 
prevention and cessation 
activities among 
minorities. 
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HYPERTENSION 
PREVENTION 
AND CONTROL 



Hypertension, or high blood pressure is one of the most deadly of 
the treatable diseases. Uncontrolled hypertension can lead to stroke, 
heart attacks, kidney disease and kidney failure, and accelerates 
diabetes complications. As discussed in Chapter Two (Cardiovas- 
cular and Cerebrovascular Disease), hypertension is an extremely 
important problem for minorities. 

Hypertensives today are more likely to be diagnosed and to be on 
medication than were hypertensives in 1960.^ These improvements 
have important implications for cardiovascular mortality Nation- 
ally, these improvements have occurred for all race/sex groups. 
According to the 1980/83 Michigan High Blood Pressure Survey,^ 
however, in the 198(rs in this state the proportion of Black female 
hypertensives under control declined from 44 percent controlled in 
1980 to 28 percent in 1983-84 (see Table 2-2). For non-Blacks, 
however, the percent of hypertensives under control increased 
slighUy from 1980 to 1983-84 (males: 15 percent vs. 18 percent; 
females 33 percent vs. 36 percent).^ 

As noted in (3iapter Two, studies show tha t hypertension is becom- 
ingmoreprevalent anK)ngnon-Black minority groups as they adopt 
a Western life style. Factors such as eating habits, levels of exercise 
and stress nwy be resulting in increased hypertension for American 
Indians, Hispanics and Asians. It is essential that we attempt to 
prevent hypertension and to control its negative health effects. Fur- 
thermore, we should insure that minorities, as well as Whites, 
receive the benefits of modem nricdical improvements. 
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Prevention and Treatment 



Prevention 

Studies show that improvements in hypertension rates can be made 
through dietary changes such as a decrease in sodium intake, and 
maintaining one's reconunended weigjit. Diet-related health risks 
are especially important for minorities. For example. Black, 
Hispanic and American Indian women are more likely to be over- 
weight than non-minority women. Furthermore, Blacks have been 
shown to both consume more salt"* and to be more sensitive to the 
hypertension-indudng properties of salt than the population as a 
whole.^ Programs tliat are directed toward helping minorities to 
adopt more healthful eating habits are needed. 

There is some evidence that blood pressure levels can be decreased 
through stress reduction and related changes in lifestyle. For ex- 
ample, muscle relaxation^ and stress perception'^ teclmiques and 
exercise programs^ have been devised to help individuals cope with 
stress and have been shown to decrease blood pressure. 

The negative effecis of stress can be especially important for 
minorities, particularly those living in inner-dty areas.^ Based on 
such findings, many have recommended ways to reduce the stress 
in the lives of minority persons. The stressors that minorities face, 
however, are major and systemic such as r :judice, poverty and job- 
lessness. Therefore, while attempts to reduce stress may be 
worthwhile, their impact will be long-term rather than immediate. 



Follow-up, patient 
education and good 
patient-pfiysician 
communications are 
often as necessary for 
treatment as are initial 
screening ana oferral. 



Treatment 

Physicians routinely measure their patienf s blood pressure. There- 
fore, individuals who use the established niedica) system. most 
likely have received frequent checks for hypertension as well as 
recommendations for necessary treatment. It should be noted, 
however, that there are barriers that prevent patients, both minority 
and -minority, from following or understanding a physician's 
advic ror example, many hypertensives experience negative side- 
effects from their medication such as stomach irritation, dry mouth, 
weakness, and drowsiness. Since hypertension frequently has no 
symptoms, patients may actually feel better when they stop taking 
their medication. Consequently, follow-up, patient education and 
good patient-physician communications are often as neccssaiy for 
treatment as are initial screening and referral. 

In Black folk medidne individuals are sometimes said to suffer from 
"high blood," which is often treated with sour or bitter foods such 
as pickle juice or epsom salts that are believed to "thin the olood." 
Unfortunately, this condition is often confused with high blood 
pressure. Consequently, some hypertensive Blacks, who as a 
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population tend to be salt-sensitive, are consuming salty foods in 
order to treat their high blood pressure.^^ 

Physidans should ali np{ to understand these barriers and spend 
some time educating the patient in a culturally sensitive manner 
about how to care for high blood pressure. ^se practices should 
become a standard for care and treatmer >i high blood pressure. 



Conunimity Programs 

Many individuals, particularly minority members who typically are 
poor, cannot obtain regular medical examinations. Consequentiy, 
programs have been established that screen such individuals for hy- 
pertension, and help them to receive treatment. The Michigan 
Department of Public Health provides hypertension screening, 
education, referral and follow-up through localhealth departments, 
hospitals and Urban Leagues. These program services focus on 
those whoare at high risk for hypertension and for having untreated 
hypertension. Specifically, the target groups are Blacks, males, in- 
dividuals at or below 185 percent of the poverty level and other 
medically undeserved persons. Currently this program is available 
in 21 counties in the state and is concentrated bi districts that have 
large low-income and minority populations. Follow-up reconJs are 
maintained on each dienf sstatusso that the health care worker can 
provide continued services as needed. 

Some community groups such as churches offer hypertension 
screeningand counseling to theirmembers,Forexample,theDetrc't 
Public Health Department funded a local project to train lay church 
members to measure blood pressure. This program provides con- 
venient and free access to health services. These members screen tiic 
congregation for hypertension, refer them to physicians for treat- 
ment when necessaiy, and follow-up on the members' progress to 
assure that they are adhering to their prescribed trcatment^ Su \ a 
follow-up effort on the part of community members is extremely 
helpful since they can monitor the hypertensive's treatment more 
often ihan can a physician. Furthermore, the hyperteasi ves have f re- 
quen: contact with the trained church members and thereby receive 
advice and sodal support from trusted peers. 



Some community groups 
such as churches offer 
hypertension screening 
and counseling to their 
members. 



Conclusion 

The substantial progress made in thecontrol and treatment of blood 
pressure in the I9(ffs and WCs appears tr have eroded in the 
1980's among the Black population in Michi^ Increased efforts 
by publichealth, medical, and community or^nizations areneeded 
to renew progress in this area, which is so vi tal to the cardiovascular 
health of the population. 
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DIABETES 
EDUCATION 



Diabetes, the sixth leading cause of death in Michigan, can result in 
many serious complications. For example, people who have 
diabetes aie twice as likely to be hospitalized as the non-diabetic 
population and have twice as many heart attacks and strokes as 
thosewhodonothavethediseasa Fifty percentof all non-traumatic 
amputations in the United States are performed on diabetics and 25 

prcentof all casesof kidney failure are causedby diabetes. Diabetes 
is the leading cause of new blindness in the United States. Further- 
more, maternal diabetes increases the risk of life-threatening 
problems for newborns. 

There is no known cure for diabetes. However, with close manage- 
ment of diabetes through prompt, adequate treatment and good 
self-management practices, certain of these major compliaitions 
may be reduced and perhaps avoided altogether. Numerous 
studies, demonstration projects and public resources have estab- 
lished the efficacy of diabetes patient education as a therapeutic 
intervention. Patient education as an isolated event, however, is not 
effective. It must bean integral componentof continual optimal care 
to be efficacious. Persons a t risk, by either having diabetes or bear- 
ing a high potential for its development, need not only to t>e 
educated about their particular risk factors and encouraged to prac- 
tice good self-management principles, but also supplied with 
sufficient resources to assist them in that self-management. 

Interventions can occurineitherthepreventionofdiabetes(primaiy 
intervention) or in the prevention of complications associated with 
diabetes (secondary intervention). For example, it has been es- 
timated that the occurrence of non-insulin dependent diabetes 
could be reduced as m uch as 50 percent with effective interventions 
to reduce obesity, and that strokes in the diabetic population could 
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In 1979, the Indian Health 
Service (IHS) established 
five model care 
prcgramc to provide 
effective diabetes care 
in culturally acceptable 
and accessible ways. J 



be reduced by 85 percent with the effective interventions for control 
of high blood pressure.^ 

In the 1960% several studies of diabetic programs serving 
Hispanics in Los Angeles and Blacks in Memphis and Atlanta 
showed that continuing access to quality care could improve 
outcomes, decrease hospitalizations, and save money. These 
studies stimulated a growing national movement to expand 
the availability of comprehensive outpatient diabetes educa- 
tion. In 1979, the Indian Health Service (IHS) established five 
model care programs to provide effective diabetes care in cul- 
turally acceptable and accessible ways. Two additional 
programs were established in 1985. Using a team approach, 
fne centers developed standards of care, educational ap- 
proaches, and materials specific to particular Indian tribes. 
The advances achieved by these centers are being introduced 
to other IHS facilities.^ 

There has been a significant expansion in theavailability of diabetes 
education resources in Michigan in recent years. The number of 
agencies providing such services has increased and third party 
payers, specifically Medicare (to hospitals only) and Medicaid (to 
hospitals, health departments and puu/c-funded agencies)^ have 
begun to reimburse for outpatient diabetes educatioa There arealso 
indications that thequality of diabetes patient education isimprov- 
ing,asmoreagendesadopttheDiabetesPatientEducationPrcgram 
Standardsdevelopedby flieMichigan Department of Public Health, 
Diabetes Cbntiol Program (MDPH-DCP). 

The Diabetes Patient Education ProgramStandardscontalnes- 
st itial elements for addressing problems experienced by 
minorities in accessing adequate health care to assist them in 
nvanaging their diabetes. These elements include: I) the re- 
quirements for group as well as one to one instruction; 2) 
assistance for those individuals who may not, for some reason, 
be eligible for the agency's program; 3) dissemination of infor- 
mation about the program's benefits, availability and costs 
throughout the agency's service area; 4) involvement of a per- 
son from any special population group (for example migrant 
farmworkers or Asian-Americans) in the planning process of 
the program; 5) promotion of self-care management of 
diabetes; 6) individualized assessment of learning needs based 
in part on language spoken and read, race or cultural group, 
educational level and literacy, ability to finance diabetes care 
and presence of any risk factors as5;ociated with diabetes com- 
plications; 7) incorporation of learning materials adapted as 
necessary to meet the needs of any special population groups 
to be served by the program; and 8) identification of resources 
available to assist individuals with special needs. 

It is anticipated that new p:x)jects such as the Upper Peninsula 
Diabetes Outreach Network will have a significant positive effect 
on minority health problems. The Keweenaw Bay Indian Conv 
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munity, Sault Tribe of Chippewa Indians and Kincheloe Indian 
Health Qnterare active partidpanls in the network. This project in- 
cludes identification of patients at high risk for compIicaHons of 
diabetes and refien-al to an agency capable of providing the care and 
support needed. Referrals are bcsed on criteria which incorporate 
educational defidb regardin.^ ielf-care techniques and the major 
riskfactors associated with diabetes including uncontrolled hyper- 
tension, inadequate skin and foot care, lack of regular 
ophthalnx)logic exanis, obesity and pregnancy. 

In an effort to prevent unnecessary diabetes-related amputations in 
Michigan, a model regional foot care center is under development 
at Blodgett Hospital in Grand Rapids and the University of 
Michigan Hospital is nearing the completion of a foot care manual 
for primary health care providers outlining assessment and care 
techniques of the ('=ibetic foot. Statewide dissemination of the 
professional care iniurmation is being planned along with patient 
self-care information geared toward raisingpatientawarenessof the 
benefits associated with good foot and skin care. 

Approximately 12,000 copies of professional guidelines on diabetic 
retinopathy, which were developed in 1984 by a state-level Task 
Force on Diabetic Retinopathy, Itavebeen disseminated throughout 
the stata V\^th the help of the Michigan Organization of Diabetes 
Educators, the Ameican Diabetes Association-Michigan Affiliate, 
the Office of Services to the Aging, and the Michigan Ophthal- 
mological Society over 50,000 paHent education brochures about 
diabetic eye disease have also been distributed throughout 
Michigan. As a supplement to the statewide effort, the Michigan 
Health and Socal Security Research Insu.ute and Wayne State 
University's Kresge Eye Institute have participated with the 
MDPH-pCPin a project to assess the degree to wluch increasing the 
availability of vision services results in improvements in vision 
status, overall health care, and health service utilization patterns. 
The population ser\'ed by this project is comprised of members of 
the UAW families in the Chrysler baigaining unit; nearly half those 
involved in the project are Black. Under tlus project, diabetic patients 
v^ho h? ve nc been to an ophthalmolcgist within the past year air 
orfered free ophthalmolog^cal examinations. Early detection of 
diabbiic eye disease followed by prompt treatment may save the 
patient's sight 

The Wayne State University Model Preconception and Prenatal 
Care Qinic for Women With Diabetes and the University of 
Michigan Women's Hospital Diabetes and Pregnancy Qinic: are 
part of an initiative to develop a statewide program that will reduce 
significantly the likelihood of adverse maternal and fetal outcomes 
among women with diabetes and also among those who develop 
glucose intolerance during pregnancy. Key education components 
of these model program are awareness of need for good self- 
management of diabetes prior to conception in the known diabetic 
woman and development of good self-management skills, includ- 
ing dose monitoring, during pregnancy. In addition the clinics. 



Approximately 12,000 
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The need to continue 
expansion of 
educational and semce 
programs to minority 
groups remains. 



pre-gestational and gestaKonal guidelines are being developed and 
reviewed for statewide dissemination to health care providers. 

Through several giants the MDPH-DCP has aided the 
development of diabetes education materials for minorities. 
Examples include Spanish-oriented mt .erials developed with 
Henry Fond Hospital and St.Mary's Hospital of Saginaw, Na- 
tive American materials developed through the Detroit 
American Indian Health Center and professional education 
for providers of health care for Native Americans with the 
Kincheloe Indian Health Center in the Upper Peninsula. 

The need to continue expansion of educational and service 
progranis to minority groups remains. The scarcity of culturally 
rdevanfceducational materials, as well as culturally sensitive patient 
instn'ctors and health care providers still needs to be examined and 
rem Although clinics and health care networks are being es- 
tablished, the availabilityof patient education programs needs to be 
expanded, perhaps as a basic health sendee provided by all health 
care agencies. 
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REDUCING THE 
RISK OF 

VIOLENCE AND 
INJURY 



Background 

InLntional injuries include homidde<i, suiddes, assaults, spouse 
abuse, and child abuse. Unintentional injuries indudemotor vehide 
acddents, acddental fells, acddents caused by fire and flame, ac- 
ddenlal drownings, acddental poisonings, acddents caused by 
firearms, among others. The burden of mortality and morbidf ' 
resulting from injury make this one of the nation's most significant 
health problems. Minorities are disproportionately affected by in- 
juries, particularly by intentional injuries. 

Prevention of injury has been gainingincreasingattentit n recent 
years. Three general strategies have been identified in the literature 
on injury prevention: persuad ingindividuals to alter thdr behavior; 
requiring individuals to alter their behavior by laws or administra- 
tive rule; and providing automatic behavior by product or 
environmental design. Research on prevention methods for the 
control of unintentional injuries indicates that the provision of 
automatic protection such as household electrical fuses is most ef- 
fective, changing laws to reqi^ espedficbeha vior changes is second 
in effectiveness, and that the educational strategy is least effedive. 
Regulations requiring improvements in the design of vehicles and 
other environmental changes have contributed to a generally 
declining trend in the unintentional injury death rate since the early 
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1940s. Michigan's recent mandatoiy seat belt legislation has also led 
to behavior change and to reduced moibidity and mortality. 



In recent years, a 
number of public health 
leaders have advanced 
the concept that 
homicide is a public 
health problem. 



Prevention of 
Intentional Injury 

Research on prevention of honiicide and suicide is just beginning. 
Among the factors which have been dted as contributing to inten- 
tional injuries are: the prevalence of firearms; alcohol and drug 
abuse; poverty and joblessness; and the portrayal of violence in the 
media, particularly television.^ Affecting ai\y of these factors would 
involve significant changes in policies similar to those which have 
taken place in the automobile safety in the past three decades. 

In recent years, a number of public health leaders have ad- 
vanced the concept that homicide is a public health problem. 
In the past, homicide was viewed essentially as a problem for 
the criminal justice system. Simple apprehension and punish- 
ment of offenders appears to do little to prevent homicide. By 
defining homicide as a public health problem, public health 
leaders hope to gain the public's support for activities and 
policies designed to prevent homicide. A public health ap- 
proach means recognizing the problem as one with 
environmental roots, it means looking at the suffering of 
homicide victims as not solely a problem for those individuals 
and their families but a health and social problem for the 
society as a whole. 

1 a discussion of changes needed to reduce black violence, 
James Comer advocates the promotion of greater under- 
standing of the factors responsible for violence. He arj.\ues that 
scholars, political leaders and mass media executives must 
promote an understanding of the "critical role of family and 
its dependence on economic opportunities and positive 
relationships to institutional leadership.'' Programs designed 
to assist black community economic and educational develop- 
ment will only be sustained if there is understanding in the 
larger society of the negative impact of past government and 
private sector policies on the black community. 

Given his understanding of the criticai importance of child rearing, 
Comer favors a national family program. All families need to "fee! 
reasonably supported and appreciated" in their child rearing ef- 
forfs. The fragmented and uneven quality of today's family support 
programs results in many families falling "through the cracks." 

Actions to restom a "sense of community" are needed. The neigh- 
borhood watches are an examplcr of the concern that is needed, in 
Comer's view, but they are defensive and negative in orientation. A 
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positive and supportive community climate is needed. An example 
of such an approach is the Ohio De^^artment of Health's recent in- 
itiation of a Parenting for Peaceful Families program. The program 
involves a community-based discussion series that offere parents 

practicalinfbnmtionaboutparentingskiUs, child developmentand 
parental justice. 

The Ohio project is based on the concept that violencf,- is a learned 
response and that peace.iiaking can be a learned res)[;onse as well. 
Asimilarapproachguidesa summer programdeveloijed by VNfeyne 
State Univeisity's Center for Peace and Conflict Shidies. The pur- 
pose of the Center program is to develop skills in non-violent 
conflict resolution in the school environment^ 

A violence prevention curriculum which has received a great deal 
of attention is the Boston Youth Program. The program is a health 
education service for tenth graders. The prevention curriculum is 
designed to raise the individual threshold for violence and to 
develop creative alternatives to fighting Role playing a f.ght is a 
part of the curriculum. Other programs for youth emphasize the im- 
portance of building s/rlf-esteem as a means of reducing the 
tendency to violent behjivior. 

The Childien's Trust Fund, whidi is supported by taxpayer con- 
tributions via a checkoff on the state income tax reiam, supports a 
niimber of projectsdesigned to prevent domestic violence. Among 
the goals of current projects are thedevdopment of parenting skills, 
assisting parents of newborns, and to increase awareness of and' 
prevent child sexual abuse.^ 

Improved medical protocols aie needed to identify victims of 
domestic violence. Many of these persons are not identified as bat- 
tering victims because they do not volunteer this information and 
arc notquestioned about possible battering According to theReport 
oftheSecraanfsTaskForceonBkckandMimrityHeillh.a model emer- 
gency room protocol has been developed for hospitals in the State 
of New York and can be adapted for use elsewhere. 

In addition to spscific programs sudi as school-based curricula and 
fantuly support programs, policy issues must be addressed in 
developing solutions to the problem of violence. Methods of reduc- 
ing gun-related injuries, and particulPTly keeping guns out of the 
reach of children, need to be developed. One approadi might be to 
require firearms to be designed with safety catches and trigger ten- 
sion sufficient to keep small children Jrom firing guns when they 
find them. Jhe Michigan Department of Public Health could also 
work with communities interested in developing campaigns 
designed to reduce the risk of gun-related injuries and deaths. Ac- 
tivities might include the development of community-based 
organizations to combat violence, educational efforts emphasizing 
flie importance of keeping gens out of the reach of children and 
teenagers, the incorporation of conflict resolution curriculum 



Improved medical 
protocols are rieeded to 
identify victims of 
domestic violence. 
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A number of initiatives 
involving interventiona at 
early stages of ttie life 
cycle migtit be 
considered as features of 
a coordinated and 
broad-based campaign 
against homicide. 



modules in schools, and tlie preparation of a model local gun con- 
trol ordinance.^ 

Anumber of initiatives involving interventions at early stages of the 
life cycle might be considered as features of a coordinated and 
broad-based campaign against honudde: 

1. Expand pre-school classes to reach nunority threeand fouryear 
olds throughout Mia. ^^n. Screening and referral for health 
pfoblens? should be included as a feature of these expanded 
pre-sci\ool programs. 

2. Encourage schools to include programs that build children's 
self-esteem, independence, and hopefulness about their future. 

3. Expand the summer jobs for youth program to reach all un- 
employed youth in the state. 

4. Develop a community based program that deals with the 
violence that develops between rival youth gangs. One such 
program has worked to prevent a resurgence of gang violence 
through communication with concerned parties and organiza- 
tJonal efforts to combat the environmental and social 
conditions that foster gang violence. 

These and other initiatives can be features of a health promotion 
campaign that emphasizes that homicide is a public health issue 
about which something can and should be done. 



Prevention of 
Unintentional Injury 

There is research evidence that drunk driving icddents are reduced 
by inaeasing the legal age for the purchase and consumption of al- 
coholic beverages. There are indications that alcohol consumption 
is affected by price; increasing taxes on such products is a possible 
area for intervention. Changing ihe social environment so that it dis- 
courages rather than encourages heavy drinking is another 
inter/ention strategy. Organisations sudi as Mothers Against 
Drunk Driving (MADD) have ^ ed to heighten awareness of the 
inappropriateness of combining drinking and driving. Efforts by 
MADD and other organizations have begun to change sodal norms 
reganding alcohol use. Counter-advertising in response to alcohol 
beverage advertisements is another tool that might be employed to 
change social norms regarding drinking. Programs which promote 
independent decision-making and social skills to r^pond to peer 
pressure appear to have an impact on alcohol use. 
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To prevent deaths and mortjidity due to fires and bums, the instal- 
lation of smoke detectorsand fireextinguishers has proven effective. 
Federal or state requirements for self-extinguishing cigarettes have 

been proposed as helpful. Programs to Icv.-or the watertemperature 
on heaters are also being proposed." To prevent fires from causes 
sudi as faulty wiring, appropriate regulation by state and local 
authonties is required. Prevention of injuries from illegal pesticides 
also involves regulation. 



Conclusion 

The causes of violence and injury in our society are multi-faceted. 
Minorities are espedaUy victimized by violence but the problem is 
not one of minorities alone. The public health community must join 
withother human servicegroups to devise multi-dir lensioml solu- 
tions to this public health issue. 



I 
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Prenatal Postpartum 
Care Program 

Michigan has taken a number of steps in the last several years 
to address the state's high infant mortality rate. In 1985 legis- 
lation was enacted establishing prenatal care as a basic health 
service. Under this legislation, the Michigan Department of 
Public Health, through the intermediaries of local health 
departments and hospitals, reimburses the ccsi of prenatal 
care for those not covered by Medicaid, provided their 
incomes are at or below 185% of the poverty level and they are 
otherwise uninsured at the time of enrollment. The inter- 
mediaries will also provide referrals to women who do not 
meet the eligibility criteria. This statewide program, known as 
Prenatal Postpartum Care (PPC), includes outreach, prenatal 
care, laboratory tests, vitamin and mineral supplements and 
education. Payment for labor and delivery care has been 
added as of Fi.scal Year 1987-88.^ 

Approximately 9,600 women were eligible for PPC in Fiscal Year 
1985-86 a..d 6,000 women were actually served. The eligibility 
criteria coa'=''jr uninsured women under 19 years of age an 
economic unit independent of their parents' income, even if living 
at home. Seventeen and one half percent of PPC participants were 
below age 19 in Fiscal Year 1 984-85. Th " ^ no accurate way to iden- 
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tify the proportion of PPC partidpants who are minorities because 
the data system is not fully operational. 



The Maternal and Infant Care (MIC) is a program designed to 
target urban areas having high infant mortality rates. In 
Michigan, the MIC program began in Detroit in 1972. MIC now 
covers Wayne, Ingham, Muskegon. Kent, Berrien and Saginaw 
counties as well. The program is funded by a Maternal and 
Child Health block grant from the Department of Health and 
Human Services and by State appropriations. 

Eligibility for the MIC program is based on low mcome (185% of 
poverty) and high medical, psychosocial or nutritional risk. Factors 
considered are: age under 17 or over 35 years; parity (5 or mom 
births); inter-pregnancy time span of 15 morttis or less; weight 20 
percent or more over ideal body weight or 15 percent below ideal 
^xxiy weight prior to pregnancy; substance abuse; pre-existing 
chronic disease; maternal disease; poor obstetrical history; fetal- 
maternal risks; and unavailablity of other health care. There is 
flexibility in the financial portion of the eligibility criteria to ensure 
that help is given to low income women at nutritional risk who 
would othc^ise receive no care In Fiscal Year 1984-85, 3;200 
women were served by the MIC pre grams in the Detroi tand Wayne 
County area, and 1,850 in the remaining counties. 



The Infant Health Initiative Program (IHIP) was started in 1982 to 
extend MIC type sei to rural areas in Micii^gan. Several non- 
MIC county health departments with higher than average infant 
mortality rates have received grants to provide ancillary services 
such as public health nursing, social work, an^ nutritional services 
to low income pregnant women and infants at risk. Elig;^Mity 
criteria are tl le sameas for MIC. About 1200 women are served each 
year, of whon\ IS percent are Black. 



Maternal and Infant 
Care Program 
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Women, Infants and 
Children Program 

The special supplementaiy food program ior Women, Infents and 
Children GVIC) was established at the federal level in 1972. WIC is 
designed to reach at risk pregnant, postpartum and breastfeeding 
women, infants, and children up the age of five years. The WIC 
prog?:am provides food benefi ts prescribedaccordingto thenutrition- 
a' needs of tlie participant. WIC also provides nutritional counseling 
and education. About 24/)00 women are served monthly by the 
program. Asiginificant proportion of those served are minorities. 



Task Force on Infant 
Mortality 

In 1986, a Task Force on Infant Mortality was convened to 
review the problem of Michigan's high infant morialily avi 
recommend actions to improve the situation.^ The task fo; •? 
formulated a comprehensive five year plan designed lu 
achieve significant results by focusing on the highest risk 
groups in counties where the infant mortality rate is the 
highest. These 13 counties account for seventy-six percent of 
all infant deaths and 98 percent of Black infant deaths. 

The first objective of the five-year plan is to improve prenatal 
care, especially for the gh risk groups. One goal is to recruit 
pregnant women for prenatal care; this can be done by using 
paraprofessionals to work in communities w'^'-re the risk is 
greatest; they help pregnant women keep appointments and 
comply with their health care providers advice. There is a need 
to improve and expand public information in order to 
motivate pregnant women to seek prenatal care. The task force 
en visioned the creation of programs to reach out to low income 
oiinority women. Features of such programs are expanded 
transportation, extended service hours to meet client needs, 
babysitting services for mothers with other children, trans- 
lators and case management. Another task force 
recommendation for improving prenatal care was the expan- 
sion of the state's public health prenatal care delivery system. 
It suggested .entives for providers to serve low income 
families. The task force also proposed that nutrition services 
be provided to pregnant women. 

A second objective of the five year plan is to decrease the number 
of unintended pregnancies. The task force recommended that state 
and federal funding for family planning services be expanded and 
that ways to reach high risk teenagers should be explored. 
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Infant health care would 
be established as a 
basic health sen/ice 
provided by the 
Department by the year 

1990. 



A third objective of the task force plan is to increase the num- 
ber of high risk newborns who receive adequate, 
comprehensive neonatal and post-neonatal care. The task 
force recommended that all high risk infants would receive 
comprehensive care. This care system would include high risk 
medical services, psychosocial services, nursing services, and 
nutrition services and would be extended to both Medicaid 
and PPC infants. 

Objeclivs four of the plan is to improve the State's ability to 
understand the infant mortality problem through improving 
existing data systems and conducting special studies. The task 
force recommended that birth and death certificates be 
revised. B?rth certificates would contain more information 
concerning social and economic factors, including improved 
identification of raceandethnicity,substanceabuse,and nutri- 
tional status. The task force thought it was important to study 
minority attitudes concerning reproductive health practices, 
especially why some women do or do not seek prenatal care; 
the use of walk-in centers for prenatal care and the use of un- 
licensed pregnancy services (for example, lay midwives) was 
also of interest to the task force. The task force suggested that 
research be conducted on the effectiveness of s^^cific com- 
ponents of prenatal and postnatal care. There is also a need to 
evaluate certain well-defined combinations of specific prena- 
tal services designed to meet the variety of needs of high risk 
women. The task force recommended that the Department sur- 
vey specific geographic areas (such as census tracts) to assess 
the availability and willingness of providers to accept 
Medicaid and PPC patients. 

In addition to the recommendations which constitute the five- 
year plan, there are other measures which the task force 
recommended in order to reduce the infant mortality rate over 
time. A particular area of concern is improving infant care. It 
is recommended that there be an extended ''delivery package" 
which would encompass the prenatal period and continue 
beyond the hospital discharge o^ the parent and high risk in- 
fant. Homj visits would be made by health care professionals 
based on need. Psychosocial risks would be evaluated by a 
member of the Department of Mental Health. Funding would 
be expanded in order to provide more comprehensive* social 
services. Infant health care would be e.stablished as a basic 
health service provided by the Department by the year 1990. 
Funds would also be appropriated to help low income women 
provide nutritious mea's to their children. 

Recommendations for Improving the coordination of human 
services and for strengthening the regional perinatal care 5^*1- 
tem have also been presented. Referral af>;reements ai • 
local agencies offering servrces to pregnant womon woui ^ . 
coordinated so that these high risk women would be pro .ed 
with the most comprehensive services available in their ^om- 
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munilies. The Department would develop a program of 
regionalizalion that defines the responsibilities of regional 
centers, referring hospitals, and public health departments for 
providing referrals, education, and follow-u; , 

Fiscal Yem 1987-88 
Program Initiatives 

Governor Blanchaid'sFiscaIYearl987-^budgelrcquvSled,an 
Legislature appropriated, $17 million in nev; funding tc begin im- 
plementing the task force plan. TWelve million dollars oi^ the $17 
million has been directed to the Department of Sodal Services 
Medicaid Program to: 

1. Implement the new Maternal Support Services Program 
which will assist impoverished pregnant women wit>> non- 
medical needs and stresses during their pregnancy, 

2. Allow women at the poverty level to become eligible for 
Medicaid rather than the current requirement that income be 
65 percent of the poverty level. 

3. Increasethe reimbursement rate which physicians receive firm 
Medicaid for prenatal services. 

Five million dollars came to the Department of Public Health to: 

1. Expand the Prenatal/Postpartum Care (PPC) Program 
which pays for prenatal care of women who are living in 
poveri) -ind do not qualify for Medicaid to pay for labor 
and delivery. 

2. Increase the ni mber of pregnant women participating in the 
WIC Supplemental foods program. 

3. Increase activities directed at reducing the incidence of 
teen pregnancy. 

4. Increase outreach to pregnant women. 

5. Increase special advocacy efforts for minority communities. 

Thjse are important steps toward the implementation of the 
five year plan recommended by the Task Force on Infant Mor- 
tality. Such activities as outreach, imprd^ed prenatal and 
infant care, and the establishment of comprehensive support 
services will deal with the immediate needs of many women 
at high risk. Putting in place the other elements of the five year 
phit will require coi.anued commitment and expanded fund- 
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ing. The task force recommended that program evaluation be 
an integral feature of plan implementation. 

Getting to the roots of the infant mortality problem also re- 
quires complemer / efforts in the areas of education and 
jobs. Young people i ad the kind of environment that will en- 
courage their self-confidence by giving them expanded 
possibilities in education and employment. Closing the racial 
gap in education and employment would also have a sig- 
nificant and long term impact on the health status of young 
people, mothers, and infants. 



Notes 

1. Well done summaries of Department programs and data systems are contained in SM 
Hoerr, Ntdntion Surveillance: Defmm^ Populaivms at Hedih RQc in Mtcftigan, Michigan State 
UmverityandNCchigan Department cfPublicHealtlv November 1987. 

2. Task Force on Infant Mortality, Infant Moridiiy m Midix^fm. Lansing MI: Midugan Depait- 
ment of Pubb'cHeaitlv 1987. 



Cimpter Twenty-One 



REDUCING 

ENVIRONMENTAL 
HAZARDS 



Background 

Interventions lo reduce the impact of environmental hazards 
on minority health status involve changes in federal, state and 
local policies. Housing is an area of great concern because of 
its impact on the health of the population and also because 
there is generally an absance of stste public health policy on 
housing. Other important environmental hazards include pes- 
ticides, field sanitation, and occupational hazards, 
EnvironmentaJ problems affect all members of society but 
minority groups appear to be disproportionately affected by 
many of these hazards. Planning for long term solutions to 
these problems needs to be developed. 



Housing 

The goal of a state publi' health housing policy should be a 
decen'f and suitable place to live for every Michigan family. 
Jurisdiction for unsafe housing originally was provided under 
Act 167, Public Acts of 1917, for housing of three units or more 
in cities with a population of 100,000 and over. Very few sec- 
tions of Act 167 are currently implemented since nearly all of 
them have b ^n replaced by city and county ordinances. The 
Public Health Code enacted in 1978 included a provision for 
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The state tiealtti plan 
establisties ttie goal tfiat 
all Michigan residents 
should have housing 
whic") meets minimum 
standards. 



the establishment of statewide public health housing stand- 
ards. Efforts to establish such standards were abortive, 
howevei, and the secti Dn of the Code on Housing (Part 122) 
was repealed in January 1981. 

The state health plan establishes the goal that all Michigan residents 
should have housing which meets minimum standards for struc- 
tural adequacy, is not rvercrowded, does not present hazaids 
rda ted to lead base paint poisoning, and is not infested with rodents. 
The plan also set the objective for a reduction of unhealthful hous- 
ing in Michigan. A comprehensive approach to housiiig includes 
long range planning, setting minimum standards, financing of 
needed rdiabilifcation, demolition of unso^ housing, relocation of 
displaced families, and coordinating between theagsndes *l)atdeal 
with housing and the occupants.^ 

From a public health point of view, strengthening the 
Department's efforts at improving the quality of housing 
should involve: 1) a community analysis to identify and assess 
current housing conditions; 2) adoption of minimum health 
(livability) standards in housing; and 3) a program to achieve 
and maintain these standards. 

The purpose of establishing housing (livability) standards is 
to protect, preserve, and promote the well-being of people, to 
prevent and control the incidence of communicable and 
chronic diseases, to reduce exposure from toxic substances and 
environmental health hazards (lead poisoning, radon ex- 
pcsure, etc.) and to maintain adequa ' sanitation to protect the 
public health. Standards should cove . minimum basic equip- 
ment, such as lead free plumbing; facilities for ligh/, 
ventilation, and thermal conditions; safety from fire and acci- 
dents; the location and amount of space for human occupancy: 
adequate levels of maintenance, requirements which will 
prevent r ^ from entering structures or gaining access to food, 
water, or harborage. Standards should also determine the 
responsibilities of owners, operators and occu^^ants of dwell- 
ings; they should apply to all dwellings public and private, 
including those now in existence and those to be built in the 
future. Provision must be made for the administration and en- 
forcement of these standards. In some jurisdictions that have 
local housing codes, enforcement is virtually n^ existent be- 
cause of inadequate funding or poorly wordea c es. 

The enfr^rcement of housmg standards in Michigan will be enhanced 
by the Department of Social Services vendor/shdter payment policy 
initiated in December 1987. In order to qualify for direct payment of 
the v^elfare shelter allowance, landowners must submit their names 
to the local unit of govemr. ent responsible for housing inspections 
and code enforcement. Paymen ts vvia not be made to the landowner 
for any housing unit which does not meet the appropriate code^ or if 
the landowner has not cooperated in completing repairs. The Depart- 
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menl of Sodal Services hopes that this policy will provide an incen- 
tive for landowners to upgrade siibstandaid properties. 



Pesticides and Agricultural 
Field Sanitation Standards 

An important issue for minority health is extending to agricultural 
workers the same "right-toknow" about health hazardsof the toxic 
substances with which they woik that workers in other industries 
now hai Anotlier related proposal is to establish a system of data 
collection on occurrences of pesticide poisonings. 

Also of importance to the protection of the health of migrant 
workers is the establishment of a state agricultural field sanita- 
tion standard unaer the Michigan Occupational Safety and 
Health Act, a standard which ir> ^jdes provision of toilet 
tacilitiey, and drinking and washing water. Such a proposed 
standard has been developed by the Michigan Department of 
Public Health Occupational Health Standards Commission. If 
promulgated, it would require that agn:ultural employers 
provide all field employees with adequate, potable, cool drink- 
ing water, adequate sanitary toilets and adequate 
hand-washing facilities. 



Of importance to the 
protection ofttie fiealft) of 
migrant workers is ttie 
establistimer)t of a state 
agricultural field 
sijnitafior) standard under 
tlie Mictilgah 
Occupational Safety and 
Health Act 



Other Lnvironmental 
Concerns 

Department efforts in the areas of rodent control, lead hazard 
abatement, and control of exposure to illegal toxic chemJcal 
such as ''roach milk'' need to be expanded. Stepped up protec- 
tic \ of the food supply in minority communities also needs to 
be addressed. 



Conclusion 

Although development of minimum housing standards ap- 
pears to be one of the most immediate publ'C health policy 
needs, action tc significantly improve the quality of the urban 
environment for minorities will require other major program 
initiatives. Making available sufficient quantities of decent 
housing for the homeless and for others living in substandard, 
dilapidated housing would involve significant ne^v 
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Another important issue 
for minorities, particularly 
Hispanics, is the 
"right'to-know" about 
the health hazards of 
agricultural chemicals. 



goverrimental expenditures. Rebuilding of the ipfrastructure 
of major urban centers where most minorities live would im- 
prove the quality of th ^ urban environment and at the same 
time contribute to solving the underlying economic crisis 
facing minority communities. Another important issue for 
minorities, particularly Hispanics, is the ''right-to-know'' 
about the health hazards of agricultural chemicals and the es- 
tablishment of field sanitation standards. More generally, the 
publ'C, particularly in minority communities, needs to be bet- 
ter informed about environmental health hazards and the 
responsibilities of state government for protecting consumers. 



Notes 



1. Mi<\ig2«iDepartmCTtofl^ibUcHealth,BureauofEnvironm 
Housing Update and Recommendations. 

2. Michigan Deparfmcnf of Public Health, Bureau of Environmental and Occupational Health, 
Housing Update and Recommendations. 



ERIC 



Chapter Twmty-fwo 



IMPROVED 
NUTRITION AND 
ACCESS TO FOOD 



Public Education 

Nutrition is important to health and it is important that minorities 
receive cumei : information on nutrition so as not to lag behind the 
majority culture. The American Heart Association, the US Depart- 
ment of Health Slid Human Services, the UJ. Department of 
Agriculture, the American Cancer Society, the National Cholesterol 
Education Project, and the American Dietetic AssodaHon are at- 
tempting to educate the pubD:, including minorities, through 
various media. For example, h'ealth and Human Services has 
pubDshed the pamphlet "What Black Americans Should Know 
About Cancer." This pamphlet provides current, straight-forward 
information on nutrition incl: ding up-to-date topics like fiber con- 
sumption, and sodiu:in r rid fat reduction. 

The Michigan Department of Public health publishes nutritional 
guides that are aimed at minorities and pc ^ple v/ith lower incom- 
es. Check out Nutrition: Buy Better discusses the nutritional value of 
foods and presents cost per serving information. Also, several sug- 
gestions are jiven for making nutritious but inexpensive food 
purchases. Other nutrition guides produced by MDPH are: Iwning 
Out Y(mrDid,Breastfeeding:ASpecialGift,FoodardNutri^^ for 
Pregmncy, Infant Feeding Guide for Bottlcfed Babies, and Infant Feeding 
Guide for Breastfed Babies. Each of these guides is written in Spanish 
as well as English. 
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Nutrition Education 
Programs for the Poor and 
Minorities 

The Expanded Food and Nutrition Education Program is a state- 
level educational program which provides food to low-income 
families with children. The program teaches basic nutrition con- 
cepts, food buying skills, proper food storage techniques and 
budgeting. Currently, this program is available in ten Michigan 
counties— Berrien, Genesee, Ingham, Kalamazoo, Kent, Macomb, 
Muskegon, Oakland, f^ginaw, and Wayne. 

Tne federfjUy funded Head Start Program includes nutrition ser- 
vices; it provides dietary information to the^ parents of four year old 
children assessed to be at nutritional risk. 1'he Head Start Program 
in out-Wayne county has one full-time and four part-time 
nutritionists who pr Wde counseling to parents of these children. 
This program screens approximately 2,200 children per year and in 
1986 provided education to approximately 15 percent of these 
children. In 1986-87, 43 percent of the children served were 
minorities and 9 percent of these were Middle Easterners.^ 

The Special S'vpl'^mental Feeding Program for Women Infants and 
Children provides nutritional counseling for at-risk women and 
young children. This program is available statewide. In the Detroit 
DeparlnKHnt of Health,all of the approximately twenty-five thousand 
individuals who enter the program yearly receive some form of nutri- 
tional counceling. Approximately 81 percent of these are Black, 13 
percent White, 3 percent Hispanic and less than one percent American 
Indian or A'iian, Group counseling was provided to most of the 
recipients last year. Additionally, 3,596 people who were assessed to 
be at a higher risk, such as individuals who are overweight or who 
are anenrdc, received individualized counseling.^ 

The Title III congregate feeding programs, which are funded by the 
Older Americans Act, provide nutritional and health education to 
individuals 60 and older; services are delivered by 14 area agencies 
throughout the state. Title III programs also preside home delivered 
meals to those seniors who are home bound. Throughout the State, 
14 percent of the congregate meals and 14 percent of the home 
delivered meals are provided to nninority elderly.^ 

Th? Northwest Senior Resources, Inc., which covers a ten county 
area in north west Michigan, provides presentations on nutrition 
and other health topics once per month at each of the fifty site areas 
where noon meals are served. These presentations reach a total of 
approximately four thousand seniors. Three of the site areas are 
managed by Native Americans and serve this population exclusive- 
ly. For the home-bound seniors, nutritional-needs assessments and 
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physician contacts are made by home nurses. Nutritionists provide 
home counseling to those at \igh risk^ 

As discussed in Chapter 13, these programs have limited federal 
funding and cannot serve all of those in need. The need /or home- 
delivered meals is especially great since many of the elderly cannot 
travel to congregate sites. In many areas, people are on waiting lists 
for home^lelivered meals. Nevertheless, there are fewer funds 
available for this service than for congregate meals. 

ERASE, a for-profit concern that is located in Dbtroit, provides 
weight loss counsdirg to Blacks and was developed by Blacks. The 
program is modeled after "Weight Watchers" but it emphasizes in- 
clusion of food choices that are traditional in the Black community. 
Furthermore, the company produces and sells traditional Black 
foods that are prepared in such a way to be within the dietary 
guidelines of the program. The managers of the program believe 
that the program is successful, dting not only the special foods but 
also the necessary social support the clients can obtain from the 
other Blacks in the program. 



Ideas for Improvements 

Changing one's dietaiy habits is a complicated process; specific 
recommendations are not conveyed as easily as, for example, the fact 
that one should stop using drugs or smoking cigarettes. For this 
reason, personal counseling, in addition to public education, may be 
necessary. Furthermore, improved dietaiy habits require behavioral 
changes as well as changes in attitudes and beliefs about food. Nutri- 
tion counselors are necessary in providing appropriate feedback and 
support to assist the individual in changing eating habils. 

PuMiccommunica tions aimed at the majority population may be less 
effective with minority and poor individuals. First,minority members 
mayhave less exposure to the messages of public ^ucation. Second, 
since dietary information cannot be easily simplified, messages are 
fhjK^uently long. Nutrition education programs with individual or 
gjDupcounseling should beavailable to more individual throughout 
tl-ie state and materials presented in a w ^y that is interesting and sen- 
sitive to minority food practices and traditiom. 

In conjunction with nutrition education, feeding programs should 
provide meals that are healthful and consistent with current dietary 
guidelines. Many foods that are plentiful in these progt ams such as 
cheese and butter are high in sodium, fetand calories. The M/c/i/^n 
Food Policy Report of the Michigan Department of Agriculture 
recommends content specification levels and more variety for the 
food items provided in emergency food programs.^ Th's couM a<v' 
sist in making food choices available which could be tailored to 
roinority group preferences. 



Changing one's dietary 
habits is a complicated 
process, and for this 
reason, personal 
counseling, in addition to 
public education, may 
benecessK y. 
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Minorities are 
disproportionately poor 
and tiave been 
particularly burdened by 
tlie increase in tiunger. 



The question of the provision of an adequate quantity' of food ap- 
pears simple but ncV/ public policy initiatives must be taken to 
address the disturbing inr *iease in hunger in the IPSCX s. Minorities 
are disproporfo^iately poor end have beei; particula^y burdened 
by the increase Li hunger. Federal food programs are reaching many 
people in needbu t not everyone in need is being served. The growth 
of emergency feeding programs is an indication that the level of aid 
beii.j given is inadequate. The increase in the use of food banks in 
the days prior to the distribution of the monthly food stamp allot- 
ment is but one indication of the need to raise the minimum benefit 
standard. A commitment to "end hunger" in the United States, and 
in Michigan, is necessary. This will involve increasing societal 
resources devoted to the poor and raising the sodal benefits floor. 

Consideration should be given to the idea discussed in the late 
1960's and early Wffs of providing all families with a family al- 
lowance. This would not be a substitute for current programs but 
provide a nunimum foundation of support for all families. Aimivcr- 
sal pn gram would be less subject to the cyclical swings in coverage 
and support which have affected current means-tested food 
program . A universal family support program would contribute 
to the eluiiiriation of hunger and would have other beneficial effects 
on health stratus as well. A renewed sodelal effort needs to be made 
to tackle the increasing problems fadng the poor, who are dis- 
proportionately minorities, v/omen, and children. 

While ensuring adequate quantities of food are available to all, the 
public health and medical communities and sodal service agencies 
need to foster sound nutritional practices both in the adnunistration 
of food programs and the provision of guidance to high risk popula- 
tions. Minority clients and patients need to be given up to date 
nutritional information and the advice should take cognizance of 
cultural traditions and choices. Modification of dietary practices to 
achieve such goals as a reduction in obesity, although difficult to 
achieve, would have a significant impact on the health stahis of 
minority populations. 



Notes 

1. Personal ajmmumcation from Sally Poux, Head Start C jordinalor for Nutritioa 1988. 

2. Pascnal communication from Gwcn Willianw; W.I.C Coordinaton 1988. 

$. Phone conversation with Jean Friend of the Office of Services to the Ag^^& Apnl 12, 1988. 
Minorties include Bbcks, Hispanics, Asians and Native Americans. 

4. Pascnal communication from Gregory Piaskowski, Assistant Din.*ctoij and Sandra Mc- 
Sweeney, Rcg^tcred Diatitian (XLDX Soiior Resources, Inc, 1988. 

5. Michigan D^txirtment Agriculture. Michigan Food Pdicy Renoti, p. 8, 1987. 
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RECOMMENDATIONS 




'^luipt^r Tzumty'Tltree 



RECOMMENDATIONS 
TO CLOSE THE GAP 



There is a distressingly wide, and in some cases, growing gap in 
health statusbetween Native American, Black, Hispanic, Asian and 
Pacific Islander, and Arab American populations and the White 
populationin Michigan. Action to close the mil orityhealthgapwill 
bring us closer together and benefit the entire state. Positive results 
will not be easily attained, but will require persistent and continu- 
ing attention now and in (he years ahead. 

Of particular assistance to the task force in its deliberations, were 
the reports of other high level groups that highlighted specif:; 
nunority concerns. Many of the Recommendations from the Task 
Force on Infant Mortality, the Indian Health Task Force, the Blade 
Child in Crisis Conference, theTaSk Force on Adolescent Health and 
others are already being placed into action by the Department of 
Public Health and other agencies in the Governor's Hu. ^jan Services 
Cabinet Coundl. These reports are added documentation of the 
need for urgent action -to improve minority health. They are also a 
reprsitoiy of additional important recommendations to the Human 
Se "ces Cabinet Council. 

A series of steps to be tal'een over the next two years are presented 
below. Some of these can be accomplished imjnediately by the 
Michigan Department cf Public Health. Others will require 
cooperative effort from* r/itiple unUs of state government, often in 
concert with oar healtl^ partners in the business, labor, professional 
and voluntary community. These will be accomplished over the 
short term, by 1990. These measures, if fully implemented and con- 
aued over the long term, will help make it possible for the 
generation of minorities bcm in the twenty first century tc ^iijoy 
health and longevity, equal to that of the White population. 
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It is essential that progress be monitored through the proposed Of- 
fice of Minority Health and bv* the Director of PubUc Health with 
regular reports given to the Governor, the Legislature and Public. 

Determinations on funding levels have yet to be made. It is believed 
that many existing funding streams can be refocused to address 
specific minority ^loeds. New interventions must be culturally and 
language sensitive, and funded through community organizations. 
Creative public-private funding partnerships must be identified 
and implemented. Finally, individual action to promote one's own 
health and to avail oneself to accessible health care will also help to 
lift the burden of ill health from Michigan's minority populations. 



Immediate Actions 

L An Office of Minority Health should he 
established in i \e Department Of Public Health. 

The oicTltv should report to the Director of the Department and give 
persistent and continuing attention to minority health. 

To advise and assist the office in accomplishing these objectives, the 
Governor should appoint an advisory committee, to serve under 
the jurisdiction of the Public Health Advisory Committee (PHAC). 
The leadership of the current task force should act in that capacity 
on an interim basis until permanent arrangements are made. The 
chairperson of the Minority Health Ad visoiy Subcommittee should 
be an appointed member of the PHAC. Special efforts should also 
be made to assure minority representation on other departmental 
ongoing ad visoiy groups. 

The office should be e'^tablished by executive action and sub- 
sequently be placed into law in the Public Health Code (Act 368, 
PA. 1978). 

Among the most important functions of the office are: 

• bivestigate and report to the Director of Public Health, Gover- 
nor and Legislature on conditions affecting the health and 
welfare of minorities. 

• Advise the Director of Public Health and the Governor's 
Human Services Cabinet on remedi^ for eliminating the gap 
between minority and majority healti* status. 

• Advocate for adoption and implementation of effective 
measures to improve minority health. 
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• Provide consultation and technical assistance to agencies and 
groups attempting to improve minority health programs. 

• Fund community-basc<I oi^nizations to conduct special re- 
search, demonstration and evaluation proje^is designed to 
develop model programs. 

• Increase public and intergovernmental awareness of minority 
health concerns. 

• Form and coordinate a network of community health action 
teams to implement programs and monitor results. 

Discussiotu 

AnOfficeof Minority Health should be established in theDepartment 
of Public Health to give persistent and continuing attention to 
eliminating thegap in health stahis between minoritiesand Whites in 
Michigan. The Office should be a vehicle for increasing public and 
governmental awareness of the radal gap in health status and for 
making the dosing of the gap the Wyhest public health priority The 
Off; je should assist other units oi: the Department in contributing to 
the ^oal of dosing the racial gap in health slahis. Given its Depart- 
ment-wide responsibilities, the Office should be located within the 
Director's Office and be headed by an experienced minority public 
health professional. ThecurrentlndianHealth Program, together with 
its Departmenlally appointed advisory committee, should be incor- 
porated into the Office on Minority Health. 

To hdp ensure a continuing commitment ♦he Office of Minority 
Health should be established as a permanent part of the 
Department's structure. Such a revision of the Public Health Code 
will reinforce the idea that the goal of dosing t:*e minority health 
gap is one which will bring us all together. Closing this gap is a task 
not for minorities alone but for our state as a whole. Action by the 
state legislatiire to establish the Office of Minority Health in the 
Public Health Code will give increased visibilitj- and a sense of per- 
manence to the effort which lies ahead. 

To advise and assist the Office in accomplishing these objectives, the 
Governor should appoint an ongo'^^g Advisory Committee on 
Minority Health consisting of representatives from the following 
groups: public and private agendes, community organizations, thcr 
medical profession, instihitional providers, and representatives of 
all thenunority groups discussed in this report. Abroad based group 
is needed since many of the actions necessary to reduce the health 
gap will require coondination of efforts between state departments, 
health providers, federal and local government agencies, and 
leaders in the nunority communities. The Advisory Committee 
should be a subcommittee of the Governor appointed Public Health 
Advisory Conunittee (PHAC) which is the highest ranking Ad- 
visory Group in the Department. The chairperson of the Minority 
Health Subco?nmittee should be a member of the PHAC. 
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Among the important duties of the office are: provision of con- 
sultation and technical assistance, funding of demonstration 
projects to develop model interventions in communities^ as- 
sisting other departmental units to target resources to serve 
the f .essing needs of minorities and development of im- 
proved data collection procedures. 

The office should monitor the health status of minority groups in 
Michigan, and produce annual reports on the progress made in 
reducing the health status gap. 

Finally, the office should work co >erati vely mlh the other Human 
Services Agencies in state government to investigate the leed for 
and desirability of a Commission on Minority Health. A Commis- 
sion appointed by the Governor wou\' function as an 
interdepartmental coordinating body, helping to ensure that state 
government as a whole initiates and implements policies wl;ich 
contribui'^ to improving minority health. 

JX Data collection on minority health status 
must he improved by state and localpuhlic 
health system^ hospitals and other health 
agencies. 

Tie Department of Public Health and the Office of Health and 
Medical Affairs should improve collection of minority-specific 
birth, morbidity and mortality data on Blacks, Hispanics, Native 
Americans, Asian and Pacific Islanders, and Arab Americans. Im- 
proved data collection is necessaiy for monitoring health status, 
planning appropriate servitxjs, and evaluating progiBm effective- 
ness. The Office of Minority Healih (Recommendation I) should 
assist department units with data collection responsibilities. The 
Department of Public Health should distribute infomiation on the 
best methods to collect accurate information and provide training 
opportunities to oiher Human Service agencies public and private 
health agency personnel. 

Among thi most imporlant steps are: 

• Include items to more accurately identify memhars of each 
minority group on revised birth and deat!i certif.ccles. 

• Distribute information on the best methocis to collect accurate 
information and pro vide training to public and pri viite data col- 
lection personnel. 

• Conduct special survey and epidemiological studies of 
minority health status and integrate them with ongoing heaJih 
research activities. 
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Discussiotu 

Data on non-Black minorities is often unavailable, particularly in 
the case of Hispanics and Arab Americans. Even when available, 
data for Native American Indians and Asian and P&dfic Islanders 
are often poor in q-JCtlity because data collection personnel have not 
been trained to adc respondents their race or ethnidtv. The Office of 
Minority Health should assist public and private Hunmn Services 
Agpndes with data collection responsibilities. 

TheDepartmentofPublicHealthshouIdinclude instructions on the 
proper methods for completing race and ethnic items on Depart- 
ment health forms in its training plan for Department personnel 
who ha ve responsibilities in data collection. TheDepartment should 
adapt this training program and make it available to personnel of 
other agendes interested in htiproving the accuracy of data collec- 
tion efforts with respect to minority groups. 

The Department should prepare a publication explaining the 
value of and appropriate methods for collecting race and eth- 
nic specific information for distribution to the general public 
and to personnel with data collection responsibilities in both 
private and public agencies. 

And in developing new data systems such as nutrition monito: ' ' j 
or spinal cord injury re^sfxy and in the conduct of health risk as- 
sessments, the Department should ensure that accurate race and 
ethnic data is collected. There should be a spedal emphasis on 
monitoring diseases and conditions, such as diabetes, which 
disproportionately affect minorities. 

Finally, the Departmen t should explore the feasibility of conducting 
spedal surveys and epidemiological studies to obtain accurate mor- 
bidity and risk prevalence data on minorities in Michigan. For 
example, reduction in teenage pregnancy will require additional 
understanding of interventions which indudeyoungmales as well 
as females. Also, existing surveys mig^t conduct "over sampling" 
of minority groups so that more accurate sdentific databases are 
available to make projections of risk factors and health status. 
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FurtherActions — 
1988 to 1990 

nr. The Department of Public Health and the 
Gcwemor's Human Sennces Cabinet Council 
should encourage private businesses^ labor 
unions^ religious organizations^ community 
groups and civic groups to include closing the 
minority health gap among their highest 
priorities. 

Given the evidence of the vital importance of employment in im- 
proving the health status and general well-being of minority 
communities, the Governor, Human Services Cabinet Coimcil, the 
Governor's Cabinet Council on Human Investment, the Cabinet 
Council on Jobs and Economic Development and the Legislature 
should improve employment opportunities for minorities. 

Measures to be taken over the short term include: 

• Inform business, labor union and the public about the value of 
job development in improving minority health status. 

• Create public-private enterprise partnerships targeting the job 
needs of central dties. 

• Assure that the policies and practices of health providers and 
insurance companies are equitable and culturally and linguis- 
tically sensitive. 

• Promote affirmative action employmf;nt goals throughout the 
health care industry. 

Discussion, 

Jobs provide the basis for well-being of families and communities. 
The association between economic well-being and good health 
status is evident across a wide range of indicators. 

Cooperative efforts in the public and private sectors designed to 
close the radal gap in health status are needed. Private businesses, 
labor unions, religious organizations, community groups, dvic or- 
ganizations, and state and local agendes need to be encouraged to 
indude closing the radal gap among their priorities. The Depart- 
ment should promote an awareness of the multifaceted causes for 
the rdatively poor health status of minoritiesand the importance of 
a multi-dimensional community-wide effort to tackle these imder- 
lying causes. The Human Services Cabinet should critically review. 



Recommendations to Close the Gap 



monitor, and coordinate activities in a variety of areas which can 
have a positive impact on minority health status 

Providers of health services, local and state agencies administering 
health programs, insurance companies, and planning bodies 
should contribute to the reduction in the radal gap in health status 
by ensuring that their policies and practices are equitable and cul- 
turally and linguistically sensitive. The Department should 
communicate its willingness to assist all those participating in 
health care networks with improving policies and practices 
designed to enhance nunority health status. Once established, the 
Office of Minority Health can serve as a resource for community 
agencies in improving their practices and policies by providing in- 
formation and technical assistance. 

Finally, the Human Services Cabinet should strengthen awareness 
of the need for private- public developn^nt partnerships to target 
the needs of central d ties. The economic well-being of central dties 
is vital to the sodal well-being and improved health status of the 
minority population in Michigan. The greatest gains in the health 
status of the population as a whole will come from targeting the 
groups with ttie most excessive morbidity and mortality rates. An 
alliance between minorities and non-minorities and between 
central dties and the state will contribute to gains in minority health 
status and gains in the health status of the population as a whole. 

IV Significant programs to improve minority 
health status should he funded. Health 
promotion, dbease prevention, and risk 
reduction should he areas of special emphasis. 

A* To reduce violence, the Departments of Public Health and So- 
dal Services working with the Human Services Cabinet should 
latmch a coordinated intergovernmental campaign. Aspects of 
such a campaign indude: 

• Promote parenting skills programs to aid families in their 
childrearing efforts and encourage them to use non-violent 
disdpline. 

• Develop programs to assist youth to learn non-violent conflict 
resolution sldlls and how to deal with stress, depression, anger, 
and suiddal feelings as part of the Michigan Model for Com- 
prehensive School Health Education. 

• Expand pre-school dasses to reach minority three and four year 
olds throughout Michigan. 

• Encourage school programs that build children's self-esteem, 
independence, and hopefulness about their future. 
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• Expand the summer jobs for youth program to reach all un- 
employed youth in the state. 

DiscussioTU 

Traditionally, problems of violence and homidde have been left to 
the criming justice system. Prevention of homicide should be 
viewed as a public heaJth issue and approached in that framework. 
In the case of homidde, primaiy prevention efforts need to be 
directed at those sodal, cultural, technological, and legal aspects of 
the environment which perpetuate high homidde rates. The follow- 
ing are examples of primaiy prevention efforts: 

1. Develop a new health promotion campaign specifically 
focused on homicide. The purpose is to increase public 
and professional awareness that homicide is a serious 
public health problem in Michigan about which some- 
thing can and must be done. The message should be 
culturally relevant and feature appropriate role models 
who are suitable for the target population. 

2. Work with colleges and universities to incorporate into the cur- 
ricula of medical schools, nursing schools, schools of sodal 
work, and continuing professional education information on 
homicide and other types of violenca 

3. Work with communities interested in developing campaigns 
designed to reduce the risk of gun-related injuries and deaths. 
Activities might include ihe development of community- 
based organizations to combat violence, educational efforts 
emphasizing the importance of keeping guns out of the reach 
of diildren, the incorporation of conflict resolution curriculum 
modules in schools, and the preparation of a model local gun 
control ordinance. 

Efforts at secondary prevention of homidde should be directed to 
individuals who show early signs of behavioral and sodal problems 
that have been linked to increased risks of subsequent homidde 
Family violence, childnood aggression, school violence, adolescent 
violence, and alcohol and drug abuse are important focal points for 
efforts at secondary prevention of homidde. 

Efforts at tertiary prevention of homidde should be directed 
towards violence between intimates and acquaintances that are as- 
sodated with elevated risk for homicide. 

1. Improved medical protocols need to be developed for identify- 
ing victims of domestic violence. Many of these persons are not 
identified as battering victims because they do not volunteer 
this information and are not questioned about possible batter- 
ing. According to the Report (^the Secrdan/s TaskForce on Black 
and Minority Health, a model emergency room protocol has 
been developed for hospitals in the State of New York and can 
be adapted for use elsewhere. 
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2. Develop a community-based program that deals with the 
violence that develops between rival youth gangs. One such 
program has worked to prevent a resurgence of gang violence 
through communication with concerned parties and organiza- 
tional efforts to combat the environmental and social 
conditions that foster gang violence. 

B. Programs dealing with environmental hazards should be ex- 
panded. The following actions should be taken: 

• Establish statewide minimum housing standards. 

• Assure the rights of communities and workers to know about 
important enviit mental hazards, such as exposure to aj^ricul- 
tural pesticides. 

• Expand rodent control programs and control exposure to illegal 
toxic chemicals such as ''roach milk.'' 

• Reduce hazards of the indoor environment such as lead poison- 
ing, asbestos and radon. 

Discussiofu 

Programs dealing with environmental hazards, such as rodent and 
insect infestations, exposure to toxic chemicals including pesticides, 
hazards of the indoor environment such as lead poisoning, asbes- 
tos, radon, and substandard and unsanitary housing, should be 
expanded. The absence of statewide minimum housing standards 
is of particular concern in minority communities, which have a dis- 
proportionate share of poor housing. 

Additional dimensions of the housing situation are the growing 
problem of homelessness, particularly among minorities, and the 
negative impact of abandoned housing on the public health and 
quality of life in many neighborhoods. 

Action should be taken to terminate *he distribution of illegal pes- 
ticides C'roach milk'O in urban minority communities. Another 
important environmental concern is ensuring the rights of both 
workers and communities to know about environmental hazards. 
The rights of agricultural workers to be informed about potential 
environmental hazards horn the pesticides with which they work 
is of particular concern. 

C. New health promotion and chronic disease prevention and 
control efforts are slated to be funded under the Michigan 
Health Initiative (Act 258, P.A. 1987). These new activities 
should reach and benefit minority group employees. Risk 
reduction program expansion is especially needed for drug, al- 
cohol, and tobacco prevention and in h3q5ertension and 
diabetes. The problem of AIDS is takinga disproportionate toll 
on minorities and spedal efforts will be needed. 
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• Worksite wellness programs should target niedium and small 
employers (under 500 employees) with high percentages of 
minorities in their work force. 

• AIDS prevention and control programs should reach and 
benefit minority populations. 

• Substance Abuse Prevention and control programs should em- 
phasize alcohol and tobacco risk factor reduction in minority 
populations. 

• Publicly funded food programs should provide culturally sen- 
sitive alternative foods to minority recipients. Economic and 
logistical barriers to obtaining food should be removed. 

• Hypertension saeening, referral and follow-up services and 
diabetes outpatient education should be designated as basic 
health services. 

• Assistance with payment for medications lo clients with hyper- 
tension, diabetes, and other chronic conditions requiring 
medication should be provided. 

• So ices to chronically ill children should be improved by etr- 
tablishing a functional birth defects registry and increasing 
family assessment and case management services. 

Discussion, 

Given the high risk status and the relatively greater burden of 
morbidity and mortality experienced by minorities for dis- 
eases of the heart, cancer, cirrhosis of the liver, diabetes, and 
AIDS, categorical programs in these areas should give priority 
to serving high risk minority populations. In designing new 
worksite health promotion programs under the Michigan 
Health Initiative, the Department should ensure that such 
programs reach and benefit minority group employees. The 
following specific chronic disease and health promotion 
policy changes would have particular benefit for minorities: 

1. Establish hypertension screening, referral and follow-up ser- 
vices as a basic health service. The increase in the prevalence of 
uncontioUed hypertension among minorities in recent years is 
of great concern . Modali ties for treatment and control of hyper- 
tension are effective if clients receive appropriate services. 
Expanding the availability of these services coidd be an impor- 
tant step in reversing the deterioration in hypertension control 
in minority communities. 

2. Ensure universal reimbursement for comprehensive diabetes 
education services. Given the complexity of managing 
diabetes, most experts regard comprehensive diabetes educa- 
tion as an essential feature of the treatment of diabetic patients. 
Medicaid and Medicare already reimburse for outpatient 
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diabetes education services. The stale should ensure that 
diabetic patients not covered by Medicaid and Medicare also 
receive tfiis essential service. 

3. Provide assistance with payment for medications to clients 
with hypertension, diabetes, and other chronic conditions re- 
quiring medication would be of great benefit to those with low 
income. Efforts at bringing patients under treatmenf are often 
defeated if the patients are unable to pay for medications. 

4. To improve seivices to chronically ill children,a functionalbirth 
defects registry should be established. Such a registry would 
provide more effective case finding. In addition, increased 
resources needed to provide for family assessment and case 
management services. 

5. There are a number of economic and logistical barriers that 
stand between the citizens of Michigan and an economical and 
nutritious food supply It is essential to provide the necessaiy 
investment in transportation at the state and local level, for im- 
proved access to the food supply for all citizens. 

Risk reduction program expansion is needed for dnag and alcohol 
abuse prevention and treatment programs and tobacco use preven- 
tion and cessation programs. Michigan drug and alcohol treatment 
programs, many of whose clients are minorities, have long waiting 
lists. The problem with smoking cessation programs, on the other 
hand, is that few are accessible to minorities. Prevention programs 
directed at minority communities are needed in the areas of drug 
and alcohol abuse and smoking. 

V Awareness of minority health concerns should 
he expanded and educational opportunities for 
minorities in the health professions should he 
increased. 

A. A massive campaign to educate the health provider com- 
munity about the gap in minority health status is needed. This 
campaign must be culturally and linguistically sensitive. Ac- 
tions needed include: 

• Develop and disseminate orientation materials for employees 
on the historical experiences and health needs of each racial 
minority group. 

• Createa multi-media educational campaign on minority health 
status, giving spedal attention to counteracting the efforts of al- 
cohol and tobacco companies who are targeting the minority 
conununily to increase sales. 
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Discussiotu 

The Department should provide educational curricula to sensitize 
all of its employees to the historical and cul iucal experiences and the 
specific health needs of each of the racial minorities in Michigan. 
TTie educational modules should be incorporated into the orienta- 
tion program for all new employees and be required for all current 
employees The Department should disseminate these curricula to 
local health agencies, health facilities, and other interested parties. 

The Department should help develop a multi-media educational 
campaign on minority health status similar in SG^pe and concept to 
the AIDS education effort. AIDS is not a p roblem for high risk groups 
alone nor is the racial gap in health status a problem for minorities 
alone. The excessive years of potential life lost, the alarming number 
of minority infant deaths, the heavy toll that violence takes in minority 
communities, the hi'man and economic burden of frequent 
hospitalizations for the major chronic diseases, affect the entiresodety. 
All of us need to contribute to reducing the gap in he? \lth status by be- 
coming more aware of the underlying causes of these problems and 
supporting programs which address thes^roblems. 

In addition to increasing general awareness of the causes of poor 
health status in minority populations, the media campaign should 
be aimed at improving or changing the lifestyles and health seek- 
ing behavior of minoritj' group members. The information should 
be conveyed in a manner sensitive to the culture and appropriate to 
the languages and reading levels of minority groups in Michigan. 
One goal of the media campaign should be to counteract the efforts 
of tobacco companies to target sales of their products, the leading 
cause of preventable mortality, to minority communities. 

The Department should ensure that culturally and language 
sensitive materials designed to serve the needs of each of the 
minority groups in Michigan be included in the risk reduction 
clearinghouse and media campaign to be developed under the 
Michigan Health Initiative. 

B. Strong efforts are required to bring large numbers of minorities 
in the health caring professions. Actions needed over the short 
term include: 

• Develop community coalitions to reduce high school drop out 



• Working with the State Beard of Education, develop a plan to 
increase minority college enrollments generally and in 
graduate level training for the health professions. 

• Rdnstitute the Master's of Public Health scholarship program 
for nunority students at the University of Michigan School of 
Public Health. 
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• Working with the Department of Qvil Service, expand thepool 
of niinority applicants for health careers in state government. 

• Continue to implen>ent state Affirmative AcHon Programs to 
ensure that minority individuals are included as staff members 
at all levels of state government in proportion to ther repre- 
sentation in the state population. 

Discussioru 

Coalitions for educational reform should include solving such 
symptomatic problem.^- of crisis among minority youthas the exces- 
sive high school drop out rates and low college enrollment rates. 
Providing young people with a good education, self-esteem, and a 
sense of hope in the future wiU have an enormous impact on over- 
all health status and on the future development of our state. 

The State Board of Education should work with all colleges and 
universities in the state to develop a plan to increase the number of 
minorities inaU health-related programs.,Features of such a plan in- 
clude stepped up recruitment efforts, working with counselors in 
the high schools to promote health programs, expanding the 
availability of scholarships and other forms of financial assistance, 
and streng'jiening retention programs. 

TheDepartmentofPublicHeaithshouldworkwiththeDepartment 
of Mental Health and other state departments to expand thepool of 
minorities interested in health careers in state government by en- 
couraging interest among secondary school students and recruiting 
college and university students. 

The State Board of Educ£.tion should work with and encourage col- 
leges and universities to develop a minority health curriculum for 
inclusion within the acadenuc curricula of all health-related schools. 
In addition, the Board should assist colleges and universities in the 
developmentof trainingprogramsso that health care providers such 
as physicians, nurses, dentists, industrial hygienists, sanitarians, 
public health engineers, health educators, sodal workers, lay coun- 
selors, allied health professionals, and volunteers may gain increased 
awareness of and sensitivity to the health problems and health at- 
titudes, bdiefe, and concerns of minority populations. 

The Department should reinstitute the Master's of Public Health 
scholarship program for students at the University of Michigan 
School of Public Health. When in existence, the program facilitated 
the public health education of a generation of minority health 
professionals. Reversing the decline in the number of minorities 
beingtrained in public health is necessary if the health care system 
is to be more responsive to needs of minority patients. 

Finally, minority representation should be included on Michi^-an 
department advisory boards, task forces,and commissions to assist 
the departments in ensuring that programs target minority com- 
munities and are implemented in a culturally sensitive manner. In 
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addition, the state should continue to implement its Affirmative Ac- 
tion Programs to ensure that minority individuals are included as 
staff members at all levels of state government in proportion to their 
representation in the state population. 

The Human Services Cabinet should work 
to identify and implement additional 
recommendations from recent task forces 
and advisory bodies which impact on 
minority health. 

Discussion. 

Many state task forces in recent years have addressed minority 
health issues. They include such diverse areas as Infant Mortality, 
Indian Health, Hispanic Needs Assessment, Black Children in 
Crisis, Adolescent Health, and others. Many of these recomn^nda- 
tions in these reports have been implemented. Ho*vever, the 
Human Services Cabinet shouldagain review these documents and 
consider adopting additional recommendations. For example, the 
following recommendations of the Task Force on Infant Mortality 
have important implications for improving minority health status 
and consideration should be given by the Cabinet to: 

1. Improve and expand prenatal and postnatal care for high risk 
women. 

2. Expand outreach efforts and public information targeted at 
high risk women. 

3. Expand maternal support services to ensure comprehensive 
care to at risk women and their infants. 

4. Decrease the number of unintended pregnancies by expand- 
ing family planning services. 

The Office of Minority Health should provide staff assistance for 
these activities. 

In addition, the new Govetno/s Task Force on Access to Care should: 

• Assure that the health service delivery system is sensitive to the 
cultural and linguistic needs of minority groups. 

• Incorporate a specific focus on access to care by minorities. 
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Age-Adjusted Death Rate 

Asummaiy rale of death thai is developed usinga standard popula- 
tion distribution to improve comparability of rates for arcas or 
population subgroups with different age distributions. When cal- 
culated by tlie direct method, as in this report, age-specific death 
rates for a geographic area or population subgroup are multiplied 
by the standard population by specific age and the p.n>ducts 
summed and divided by the total standanJ population. Age^d- 
justed death rates represent the mortality experience that would 
have occurred had the age-specific rates of the area or population 
subgroup been experienced by thestandaid population. These rates 
are presented as per 100/XX) population. 

Agc-SpecificBirth Rate 

Number of resident deaths divided by the total resident 
population x 1000. 

Age-Specific Death Rate 

Number of deaths in specificage group divided by the total resident 
population in specific age group x 1000. 

Birth Weight 

Weight of fehis or infar { at the time of delivery (normally recorded 
in pounds and ounces). 

Communicable Disease Cc.je Rate 

Number of reportec^ cases of a spedfic communicable disease 
divided by tine total resident popuiation x 100,000. 

CrudeBirthRate 

Number of resident live births divided by total resident 
population x 1000. 

Crude Death Rate 

Number of resident deaths divided by the total resident 
population x 1000. 

Excess Deatlts 

Difference between the number of deaths observed for a 
population and the number of deaths expected if that popula- 
tion had experienced the same age-specific death rates as a 
standard population. 

Fertilit}/ Rate 

Number of resident live births divided by the total female popula- 
fion (1544 years-old) X 1000. 
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hicidcncc 

Frequency with which a disease (or health problem) arises during 
a defined period of time. 

InfantDeath 

Death occurring to an individual less than one year of age. 
Infant Mortality Rate 

Number of infant deaths divided by the total resident live 
births X 1000. 

Low Weight Birth 

Birth 1984 or later wherein the birth wdgh t is less than 2500 grams 
(approxinnatcly 5 lbs., 8 oz.) or birth weight before 1984 wherein the 
birth weight is 2500 grams or less. 

Mortality Rate 

Number of deaths divided by the total resident population x 1000. 
Neonatal death 

Death occurring to ii:dividual less than 28 days of age. 
Perinatal Death 

Fetal death or death under one week of age. 
Prevalence 

Amount of disease (or health problem) in population at a particular 
time, regardless of the time of its onset. 

Years of Potential Life Lost (YPLL) 

Number of years lost due to dealh occurring beforea predetermined 
end poir/c, such as 65 years. YPLL calculations for specific causes are 
bascis on the underlying cause of death. 
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Authority: 

Act 368 PA. 1978, as amended. 
HP-95 

"The Michigan Depa"*^ lent of Public Health will not discriminate 
against any individual or group on the basis of race, color, religion, 
national origin orancestrj^age,sex,(orniaritalstatus)orhandicap/' 



